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Grant, F. C.: The Treatment of Fractured Skull. 
Surg. Clin. N. Am., 1924, iv, 295. 

In the last ten years the tendency has been 
toward greater conservatism in the treatment of 
head injuries, and decompression has been per- 
formed less frequently than formerly. 

Grant divides the cases of cranial trauma into 
three groups: (1) those which will be fatal what- 
ever is done; (2) those in which spontaneous re- 


covery will result; and (3) those in which death will 
occur if no treatment is given but life may be saved 


by proper interference. 

The injury to the cranial bones is less important 
than other factors. Fractures of the base of the 
skull, even when small, are much more serious than 
those of the vault because of the proximity of the 
vital centers in the former. 

There are only two indications for surgical inter- 
ference in cranial trauma: the prevention of in- 
fection and the relief of increased intracranial ten- 
sion. 

In cases exhibiting signs of increased intracranial 
pressure and neurological evidence indicating in- 
volvement of a particular part of the brain, operation 
should be performed as soon as possible after sub- 
sidence of the shock of the injury. Intracranial ten- 
sion alone does not require immediate intervention. 
This condition the author believes can be handled 
more effectively by lumbar puncture, the adminis- 
tration of hypertonic solutions by rectum or intra- 
venously, and ventricular tap. 

_ Subtemporal decompression is a last resort, and 
's rarely done earlier than forty-eight hours after 
the injury. The purpose of this operation is to allow 
the cranial contents to expand outward and thereby 
telieve the increased pressure. 

hen a portion of the bone is removed and the 
dura opened, one of two conditions may be found. 
one, a large amount of cerebrospinal fluid escapes, 
and the subarachnoid space is distended with fluid. 
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When this membrane is nicked in different areas 
more fluid is liberated. This is the wet brain. 

In the other condition, no fluid escapes when the 
dura is opened, the subarachnoid space appears 
empty, the brain surface is congested, and the brain 
is pushed through the opening in the skull, some- 
times with great force. In this type of case, opera- 
tion is of little value. 

In both conditions, dehydration and drainage 
may be effected from within, by lumbar puncture 
and the use of hypertonic solutions, at least as well 
as by subtemporal decompression, and these pro- 
cedures do not add the strain of operation or leave 
a defect in the skull. 

All scalp wounds demand immediate attention 
to determine the presence or absence of a fracture, 
and for débridement and suture. If no fracture is 
found on exposure and gentle probing, the wound 
should be cleaned, washed out with an antiseptic 
solution, and closed. If a fracture is found it should 
be undisturbed unless foreign material has been 
driven in. When foreign material is found in the 
wound it should be cleaned out, the edges of the 
bone rongeured away to clean bone, and the wound 
sutured around a small drain which should be left 
in place for twenty-four hours. 

In cases of depressed fracture, the bone should 
be elevated from within through a small trephine 
opening. If cerebrospinal fluid is found escaping, 
the opening in the dura should be sought and su- 
tured and the wound treated as in the other cases. 

The routine methods of treating cranial cases are 
described in full. Briefly, they are as follows: 

1. If the patient is in shock, the head is lowered, 
external heat is applied, and half an ampoule of 
pituitrin is given. A solution of 2 oz. of magnesium 
sulphate in 6 oz. of water is given rectally, and re- 
peated every four hours. Nothing else is done until 
the systolic pressure rises above 60 mm. and the 
temperature has become normal. 

2. X-ray plates and a careful neurological exami- 
nation are made. 
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3. If the neurological signs point definitely to a 
certain area in one hemisphere, that region is ex- 
posed. Decompression is not done if the neurological 
signs are vague. The intracranial pressure is reduced 
by the methods described. 

4. If the pressure is found to be more than twice 
normal, it is reduced gradually by spinal puncture. 
That is, two or more punctures are done at eight- 
hour intervals. 

5. If in spite of the spinal punctures and the 
rectal injections, the condition becomes worse, the 
pulse failing and the blood pressure rising, but not 


accompanied by increasing stupor or depression of . 


the reflexes, 100 c.cm. of a 15 per cent solution of 
sodium chloride are given intravenously at the rate 
of 2 c. cm. per minute. 

6. If the stupor is advancing and the neurological 
picture is changing for the worse, the posterior horn 
of the lateral ventricle is tapped on one side through 
Keen’s point in addition to the administration of 
sodium chloride. 

The author believes that by these methods much 
better results have been obtained than by the more 
hasty and less conservative procedures. 

Oscar S. Proctor, M.D. 


Eitner, Von E.: Plastic Surgery of the Face (A re- 
view by V. P. Blair and M. J. Moskowitz of articles 
appearing in several European journals). 


NOSE 


Eitner’s first attempts in the field of nasal correc- 
tions go back to 1903, and were inspired by the 


communications of Gersuny in reference to paraffin 
injections, and of Joseph regarding his first nasal 
plastics. In 1913 Eitner published an account of 
the first ten years of his work. Including saddle 
nose, there were 120 cases of nasal corrections, rang- 
ing from the correction of slight depressions to that 
of the most severe luetic types. Various materials 
were used in the operations, but ivory proved to be 
the best. Subcutaneous operations were under- 
taken to (1) level humped noses, (2) correct crooked 
noses, and (3) shorten the nose by a wedge-shaped 
excision from the septum. The tip of the nose was 
set back by means of a straight incision through the 
septum, and its size was diminished by partial 
excision of the ale. The ala themselves were made 
smaller by excision of semilunar strips, and “dog 
nose” and similar malformations were corrected by 
suture of the alar cartilages. The employment of 
apparatus was found unnecessary. In addition to 
typical corrections, there is a list of special procedures 
adapted to particular cases. 

According to Eitner, the idea of doing cosmetic 
nasal operations by submucous approach originated 
with and was systematically improved by Joseph. 
The most important of these procedures were: (1) 
removal of a hump, (2) diminution of the size of the 
nose, and (3) total shortening of the nose. The 
hump was removed with a saw after the soft tissues 
of the dorsum had been raised through an incision 
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within each nostril close to the lower border of the 
triangular cartilage. When the resulting nose was 
too broad because the bridge was not high and 


’ narrow, Joseph submucously freed the nasal bones 


from the nasal process of the maxille and pressed 
them toward the midline. To reduce the length of 
the nose he removed a wedge from the septum and 
triangular cartilages, together with the mucosa, 
and closed the gap with sutures. The base of the 
wedge was toward the dorsum. This may cause the 
upper part of the nose to be disproportionately 
small as compared with the cartilaginous part, and 
in some cases a third operation may be necessary 
to correct the displeasing dorsal concavity. 

Patients who had very marked deformities were 
not apt to be too particular about the results, and 
for them the Joseph operations were usually en- 
tirely satisfactory. However, this is not always true 
in the cases of patients who apply for the correction 
of slight or fancied deformities. 

To avoid the undesirable width of the dorsum and 
obtain the desired outline Eitner lays a fitted ivory 
insert subcutaneously along the bridge after thor- 
oughly removing the hump. This was first done by 
him in 1913 and has always proved a satisfactory 
procedure. 

To remove a hump and at the same time shorten 
the nose, Eitner frees the septum from its attach- 
ment to the under-surface of the dorsum, makes a 
wedge excision in the septum higher up than in the 
Joseph operation, frees the dorsum as a wedge- 
shaped mass with its base toward the tip of the nose, 
by obliquely slotting the nasal framework on either 
side, presses out the hump, and after pushing the 
apex of the wedge upward toward the nasal process 
of the frontal bone, -fixes it with sutures in the sep- 
tum. This work is all done from the inside without 
disturbing the tissues that support the retained 
part of the ridge. Resection of the triangular car- 
tilages of the nose may, or may not, be indicated, 
depending upon the requirements of the particular 
case. Overcorrection is found necessary in all cases. 

Eitner considers the replacement of lost parts of 
the nose the most difficult of all the problems in 
plastic surgery. He has never been called upon to 
replace a whole nose, but has successfully restored 
half of the nose by combining a flap taken from the 
forehead and a flap from the cheek with its base at 
the labionasal angle. He has found that ivory forms 
the best supporting framework for the bridge or tip. 
Whether ivory or bone is used, it must be firmly 
implanted in the maxillary bone. For replacing lost 
pieces of the tip and ala Eitner prefers skin-cartilage 
flaps taken from the ear and carried over by means 
of a pedicle raised from the scalp. 

For the correction of the abnormally wide nose, 
Joseph originally removed a strip from the full 
thickness of the ala on each side, but later, to avoid 
the skin scar, he confined the removal to the cat 
tilage and mucosa. The results of this operation may 
be improved by fixing a clamp on the tip of the 
nose and leaving it in place for eight days. Eitner 
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found this satisfactory in some cases, but in others 
the thickness of the skin prevented the remaining 
parts of the ala from falling in as desired, and the 


resulting scar in a broad excision caused an objec- . 


tionable notch in the border of the nostril. To avoid 
this, Eitner makes an incision along the lower border 
of the nostril, from the tip half way to the cheek, 
and after elevating the skin from the underlying 
structures, incises the alar cartilage and mucous 
lining upward from the first incision, frees the 
mucosa toward the tip of the nose, reduces the alar 
cartilage by notching it, removes the excessive 
mucosa, and closes the original incision along the 
border of the ala with sutures. The form of the 
nose is then fixed with adhesive plaster which is 
left in place for eight days. 

Saddle nose. Paraffin was first employed for the 
repair of saddle nose, but the poor results obtained 
by the best paraffin technicians prevented Eitner 
from using it. As a rule cartilage implants were 
satisfactory, but unless most of the perichondrium 
was preserved the cartilage became absorbed within 
seven months. The extra operation and the scar 
resulting from the incision necessary to obtain car- 
tilage or other tissue from the patient are both 
serious objections. Eitner therefore experimented 
with many foreign substances. He finally adopted 
ivory because it is easily molded and easily steri- 
lized, it is not apt to become infected, it causes no 
reaction, and it becomes well fixed in the tissues. 
He has had the greatest trouble in using it in the 
syphilitic nose, a successful primary result being 
obtained in only three of twelve cases; in six, the 
defect was repaired by a second or third operation, 
and in three the final result was a failure. The cases 
treated unsuccessfully showed lack of septal support 
and the presence of ozena and secretion which led to 
infection. Atrophy of the mucosa also probably 
contributed to unfortunate results in a few cases. 
The want of septal support can be overcome by 
inserting very small inlays, and later, at intervals of 
six or eight weeks, substituting larger inlays until 
the desired size is obtained. Occasionally, greater 
fixation can be obtained by placing the tip of the 
insert in a hole bored into the frontal bone above 
the nasofrontal suture. 

Lateral deviations. According to Ejitner, the 
oblique nose should not be classified as congenital 
as it seldom becomes manifest until after the tenth 
year. It has not yet been determined whether this 
condition is due to a congenital predisposition or to 
some trauma or disease of a nasal or neighboring 
Structure. Possibly it is the result of changes in the 
cartilage or the bone, or of both. 

For the correction of crooked noses only operative 
Measures should be used. If we accept Bonning- 
haus’ theory that the deviation is due to over- 
development of the septum during the growing 
years, it appears desirable to operate early for the 
removal of a strip of the septum to effect its liberation. 

To correct deviation of the cartilaginous part 
Diefienbach liberated the latter from the bony 
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framework through a subcutaneous incision and 
held it in its proper place with adhesive bandages. 
Joseph transplanted the maxillary attachment of 
the septum. Koch and Brandenberg devised 
methods of dealing with the septum. For the cor- 
rection of deviation of the bony part, Trendelen- 
berg freed the nasal bones by a combined mucous 
and cutaneous approach. Goodale, with a scissors, 
cut through the septum on a line 1 cm. from its 
attachment to the nasal bones, freed the latter 
from the maxillz, and loosened their attachment to 
the frontal bones. The whole external framework 
having been thus mobilized, the nose was held in 
the midline by means of tongs attached to the 
forehead. 

Joseph resected a triangle from the union between 
the nasal bone and maxillary bone on the wide side 
and made a linear cut on the other side; he molded 
the bridge with finger pressure, hammer blows, or a 
rhinoclast, and then fixed it in the desired position. 
Eitner at first followed the more modern operators, 
but later returned to the older plans of Dieffenbach 
and Goodale which he modified so that the entire 
work is done subcutaneously or submucously. In 
dealing with the bony part of a simple deviation, 
the nasal bones are freed and the bony bridge 
brought to the midline. If a lateral deviation is 
complicated by distortion of the bridge itself, the 
nasal bones are first cut in strips with the scissors 
and molded, and the lateral deviation is corrected 
later. Eitner employs scissors to cut the bone, be- 
cause in this way it is possible to preserve the perios- 
teum and to avoid annoying callus. Fixation is 
obtained by the use of tampons. These are removed 
on the second day and replaced by adhesive straps 
that are removed in eight days. The patient must 
be kept under observation for six weeks. If there is a 
tendency toward recurrence of the displacement, it 
must be corrected at once, either by repeated finger 
pressure or by the use of some apparatus. Eitner 
uses Joseph’s apparatus, which is worn for several 
hours, at first every other day and later at longer 
intervals. When necessary, the septum is resected 
later; preliminary resection of the septum may cause 
saddle nose, and the performance of the entire 
correction at one time tends to make the external 
operation more difficult. 


EARS 


Prominent ears. The correction of prominent ears 
must be operative, as the results of conservative 
methods are not worth the energy spent upon 
them. Up to 1913, when Eitner made his review, 
the accepted method of reducing prominent ears 
was to excise from the concha a crescentic piece in- 
cluding cartilage and the skin on the posterior sur- 
face. Gersuny reduced the size of the ear by free- 
ing the helix from the skull, cutting out the desired 
tissue, and resuturing the helix. 

The result depends not so much upon the type of 
operation as upon the skill of the operator. Eitner 
believes that the plan he proposes will give the 
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inexperienced operator better results than other 
procedures because it is exact in execution and has 
the further advantage that it diminishes the size of 
the’ear to a certain degree. The essential steps of 
his operation are the following: 

First, the ears are held back against the skull in 
the position desired, and the extreme limit of con- 
tact between the skin on the skull and the skin on 
the back of the ear is outlined. When the ear is 
again drawn forward, the markings will be in the 
form of an ellipse, the vertical diameter being the 
sulcus between the ear and the skull and the trans- 
verse diameter the line of the first incision. The 
incision is made down to the perichondrium and 
periosteum, and the skin area included within the 
ellipse is elevated with a blunt dissector. The in- 
cision in the perichondrium corresponds to the skin 
incision but care is taken to avoid cutting the blood 
vessels. The incision is next carried through the 
cartilage, and the skin is elevated from the anterior 
surface of the cartilage as high up as its upper attach- 
ment and downward in front of the antihelix. If it 
is desired simply to set the ears back, a sickle-shaped 
strip a few millimeters wide is removed from the 
cartilage, the excision extending sufficiently upward 
and downward to destroy all of the spring that tends 
to hold the ear away from the skull. If it is desired 
also to diminish the size of the ear, a wider strip is 
removed. The cartilage and perichondrium are 
adjusted with catgut, and finally the marked-out 
piece of skin is removed and the edges of the defect 
are approximated with a few sutures. 

Diminishing the size of the lobe. Abnormally large 
and flabby ear lobes, though not common, may 
cause their possessors considerable worry. For their 
correction, Joseph recommended the removal of a 
wedge of the entire thickness of the lobe. This pro- 
cedure is usually very successful, but the scars may 
be objectionable. In the case of a man whose lobes 
were broad, flabby, and more than 30 mm. long, 
Eitner removed a crescentic piece from the posterior 
surface through almost the full thickness of the 
lobe, and approximated the borders of the defect. 
The size of the lobe was reduced satisfactorily and 
the scar was hidden on the posterior surface. In 
other cases Eitner found that the shape and size of 
the crescent to be removed may be varied according 
to the requirements of the individual case. 

Replacement of a missing part. The difficulties of 
totally reconstructing the small parts of the ear are 
so great that heretofore no general plans have been 
established, every operation depending upon the 
character of the particular case. Eitner reports two 
cases in which he replaced missing parts. 


FACIAL PLASTICS 


Throughout these papers Eitner advocates the 
correction of facial deformities for the cosmetic as 
well as the functional results, not only for the benefit 
of the patient’s peace of mind, but also for economic 
reasons. Since the war, scars on the face are much 
more common than before and often cause their 


INTERNATIONAL ABSTRACT OF SURGERY 


possessor more unhappiness than other deformi- 
ties that can be hidden. The tediousness and the 
difficulties involved in their correction and the not 
infrequent poor results have heretofore discouraged 
surgeons from undertaking such operations. How- 
ever, with proper planning and patience, desirable 
results may often be obtained. To carry on this 
work successfully one must possess not only ordinary 
surgical and technical skill but also the ability to 
model the form. Though every surgeon doing any 
considerable amount of plastic surgery has learned 
or has established certain basic principles, almost 
every case presents special problems demanding so- 
lution. 

Restoration of tissue losses. Lexer opposed the 
practice of distorting the surrounding structures 
by drawing together the edges of a defect. Eitner 
agrees with Lexer insofar as his dictum concerns 
large defects that would necessitate great under- 
mining, collateral incisions, or the use of heavy 
tension sutures, and certain cases in which the 
filling tissue must be of a pattern not easily obtain- 
able in the immediate neighborhood. In other cases 
he considers the immediate vicinity the ideal source, 
and obtains his material by allowing the wounds to 
scar, then excising a strip from the scar, and im- 
mediately approximating the edges of the defect. 
Three weeks later he excises another strip from the 
scar and approximates the edges. This procedure 
is continued until the entire defect is closed with one 
linear scar. The tissues gradually stretch to fill the 
defect. The method is best adapted to the forehead, 
cheeks, chin, and neck region. When a pedicled 
flap is required, it is taken, when possible, from the 
immediately surrounding tissue. As it is desirable 
that the resulting defect be closed by primary suture, 
it is often better to take two small flaps than one 
large one. Eitner resorts to transplantation of 
flaps from distant sources only when the flaps can- 
not be obtained from the surrounding tissue. He 
enumerates the various sites from which jump flaps 
can be secured, and calls attention to the incon- 
venience caused the patient by using the hand or 
arm as a vehicle for carrying such flaps. He has 
jumped a piece of the ear to the forehead by means 
of a forehead flap, and from the forehead to the nose 
by means of a brow flap, and has transplanted oral 
mucous membrane first to the outside of the lower 
lip, and then by a skin bridge from the lower lip to 
the desired position on the upper lip. 

In cases of very small bone defects the skin and 
soft tissues are approximated over the defect. Cer- 
tain large defects may be filled with ivory plugs 
before the soft tissues are approximated. Still 
larger defects involving both bone and soit tissues 
may require bone plastics or combination skin and 
bone plastics. Many defects require elevation of the 
skin surface on account of the loss of the underlying 
tissue, fat, muscle, or bone. To remedy this loss 
padding must be chosen according to the position 
and character of the defect; fat and muscle must be 
padded by soft tissue, and bone by bone or hard 
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tissue. For soft tissue Eitner uses de-epithelialized 
skin taken from the immediate vicinity or obtained 
by free transplantation. If the defect is so small 
that it can be readily filled up with adjacent skin, a 
corresponding strip on either side of the wound 
margin is deprived of its epidermis and put into it 
in the process of closing. The filling up must be 
excessive, for one must count upon a definite result- 
ing shrinkage. If this method is not applicable, free 
transplantation is necessary. In the latter proce- 
dure the defect is closed and later a piece of skin of 
corresponding shape is chosen (preferably, skin of 
the back), deprived of its epithelium with a Thiersch 
knife, and excised. The excision, with it, of a layer 
of fat is of little value as fat undergoes considerable 
shrinkage. If a thicker layer is needed the flap may 
be doubled with the fat surfaces together and the de- 
epithelialized surfaces above and below. The ten- 
dency toward healing in these cases is good if the 
operation is carried out with care for asepsis and 
the bed is properly prepared. The flap must lie at 
least partially in normal tissue and must not be 
entirely surrounded by scar tissue. Besides skin 
flaps, pedunculated muscle flaps may often be con- 
sidered for padding. Formerly, Eitner used decal- 
cified bone as a soft tissue support, but stopped it 
because he observed marked absorption of this 
material. For live bone, tibial transplants are the 
best but Eitner often uses ivory implants. A de- 
pressed scar may be de-epithelialized and the sur- 
rounding skin and soft tissues approximated over it. 
When a hard tissue implant is used, it is better to 
repair the soft tissues first and make the implanta- 
tion later. 

For Thiersch grafting the pieces of epidermis are 
taken according to the usual technique. Pieces as 
large as possible are moved to their destination and 
spread out with a knife. The surface is then covered 
with two or three layers of silver foil. Upon this, 
dry plaster of Paris is sprinkled, and over this a 
plaster-of-Paris bandage is applied. The silver foil 
prevents the adherence of the graft to the plaster, 
and the latter, by later breaking up into small 
pleces, gives exit to secretions and absorbs them. In 
this way, and by the protection of the plaster band- 
age, the grafts are held in place until they are fixed. 

Cheek defects, if they do not penetrate into the 
mouth extensively, can be closed by drawing the 
margins together or by closing them in stages with 
excision of successive scars. In some cases the 
mucosa must be replaced; under such circumstances 
the use of a skin flap seems to be the best method. 
Eitner has obtained good functional and cosmetic 
results with von Hacker’s modification of Israel’s 
method, but the scar on the neck from which the 
skin is taken is objectionable because it is apt to be 
Irritated by the collar. At present he employs a strip 
from the hairy temple region. The raw surface is 
first covered with Thiersch grafts, and at the sec- 
ond operation the strip is placed in the wound. 

Parafinoma. Tumor-like masses which have 
been described by Broekart and De Bruck and may 
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follow the injection of paraffin or vaseline into the 
tissues are dependent chiefly on the formation of 
giant cells which crowd in and split up soft paraffin. 
Eitner believes that paraffinomata are more com- 
mon than is generally supposed, and he is not sure 
that hard paraffin is always immune from the 
sequele mentioned. Therefore he advises the dis- 
continuance of its use altogether. 

Correction of small scars. Single small scars do 
not cause disfigurement, but their multiplication, as 
in smallpox scars, may be most objectionable, and 
multiple scars are most difficult to correct. Acne 
and injudicious depilation may produce similar 
but less pronounced deformities. For the removal of 
pits separated from each other by only thin lamine 
of scar, Unna recommended the use of a polishing 
stone, and for the removal of those more widely 
diffused he recommends carbon dioxide snow. Eit- 
ner believes that these scars should be handled by 
surgical methods—transplantation—since the plans 
suitable for the care of large scars are, in miniature, 
applicable to the smaller scars. In addition to the 
usual instruments, Kromyer has used the dental 
burr. Eitner has three ways of handling these 
scars, depending upon their location. For a patch of 
acne scars he smooths and at the same time freshens 
the surface with a fine dental burr; then, after clean- 
ing and shaving an area on the thigh, he goes lightly 
over it with a burr without producing bleeding, and 
after collecting the epithelial scales thus produced he 
deposits and smooths them out on the raw surface, 
where they heal under a crust, the patient being kept 
as quiet as possible. In cases of larger flat scars he 
freshens the area with the burr and covers it with a 
Krause graft taken from the upper thigh. In the 
treatment of still larger and deeper scars he uses 
grafts taken from the surrounding areas after ap- 
plying the burr. 

Bolstering up the skin, Eitner reviews the condi- 
tions in which it may be necessary to raise up de- 
pressed areas in the face, and cautions the surgeon 
against the troubles which may follow injudicious 
attempts to correct irregularities. For padding of 
the skin without the formation of a visible scar on 
the face, the greater portion of the face can be 
reached more or less easily through the mouth or 
from the nasal orifice. The cheek region can be 
approached subcutaneously through the acoustic 
passage or by means of a perpendicular incision 
beyond the angle of the mouth. For the region of 
the nasolabial fold, the incision is made about 2 cm. 
beyond the angle of the mouth and is extended to 
the lower edge of the ala of the nose. For the region 
of the lower cheek a low incision is made from the 
same starting point. The chin and the adjoining 
portion of the neck are reached from the lower fornix 
of the vestibulum oris. The region of the nose up to 
the glabella is opened by an incision on the inner 
margin of one or both nares. As a padding material, 
Eitner prefers freely transplanted de-epithelialized 
derma to fat. He has had good results from this 
material. Anyone who has struggled with free flap 
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transplants and has observed the disappointing 
results, which seem to be rather uniform, is apt to 
give this suggestion more than passing consideration. 
The fact that a full-thickness skin graft, when 
properly placed, will rapidly take up an adequate 
blood supply encourages the belief that Eitner’s 
suggestion may be most valuable for the filling out of 
depressed areas. So far, the reviewers’ very limited 
experience with the plan leads them to hope that 
such will be the case. Their observation of this 
technique extends over a period of only one year, 
but to date there have been no disappointing results. 


LIP 


The greatest variety of accepted plastic methods 
is found in lip plastics. For the upper lip the best 
material is a strip taken from alongside the naso- 
labial fold by a method similar to that of von Brun. 
When the adjacent skin is not usable, Eitner employs 
the skin of the neck. For the lower lip Morgan’s 
method is sometimes applicable. In this procedure 
the skin of the entire chin and under-chin is elevated 
and pushed up, but the upper margin must be 
doubled to produce the natural slope of the lip. 
The redness of the lips can be produced best by dis- 
crete tattoo materials or by means of flaps from the 
oral mucosa. 

Defects in the chin region offer no difficulty unless 
they are combined with defects of the jaw. If they 
are not too large, they may be drawn together at 
once. If more material is necessary it is best to 
obtain it from the submaxillary or neck region. 


AND HYPNOSIS FOR ANESTHESIA IN 
COSMETIC OPERATIONS 

The poor operative results observed during and 
just before the war, which were believed to be due to 
the poor quality of the drugs obtained at that time, 
led Eitner to take up hypnotism. He found it satis- 
factory in almost all cases, but occasionally it 
failed. For severe or major operations several pre- 
paratory séances (three to six) were held. At the 
first, the hypnotizer was able to tell whether the 
final séance at operation would be satisfactory. For 
minor operations simple suggestion was used with- 
out previous preparation. 


SUGGESTION 


Not the least valuable point brought out in these 
papers is the importance of estimating the patient’s 
mental reaction to the defect under consideration 
and of predetermining just what the correction is 
expected to accomplish. Not infrequently patients 
come with very exaggerated ideas as to what surgery 
can accomplish and therefore may be disappointed 
with even very good surgical results. As Eitner 
points out, this is most apt to be true of persons who 
seek correction of slight or fancied defects, but it is 
true also of many who have very great deformities. 
In one instance a very good and not noticeable 
restoration was made for a girl who had lost her 
whole nose but this has in no way relieved the 
extreme mental distress. 
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EYE 


Adler, F. H.: The Local Control of the Ocular 
Circulation. Arch. Ophth., 1924, liii, 1. 


By means of an apparatus maintaining a con- 
stant intra-ocular pressure, Adler demonstrated that 
stimulation of the cephalad end of the cut cervical 
sympathetic diminished the rate of formation of 
the aqueous humor in the cat’s eye. The systemic 
blood pressure was maintained at a constant level, 
but a sudden rise in the former produced an increased 
formation of anterior chamber fluid. The author 
considers this fluid a transudate. A momentary 
apparently increased formation of aqueous humor 
occurred only if the muscle fibers of Tenon’s cap- 
sule were intact. An identical result was obtained 
by the application of gentle pressure to the eyeball. 

Therefore, in agreement with Starling and Hen- 
derson, the author concludes that stimulation of 
the cephalad end of the cervical sympathetic brings 
about: 

1. Transient contraction of the muscle fibers of 
Tenon’s capsule. 

2. Constriction of the intra-ocular vessels. 

There is no evidence of intra-ocular vasodilatation 
accompanying such stimulation. 

A. H. Pemper, M.D. 


Reese, R. G.: An Operation for Blepharoptosis 
with the Formation of a Fold in the Lid. Arch. 
Ophth., 1924, liii, 26. 

Reese reports twenty-one cases of blepharoptosis 
with fifteen illustrations of the operative treatment 
and its results. He gives as indications for the opera- 
tion described: (1) congenital ptosis due to defective 
development or entire absence of the levator, (2) 
acquired ptosis curable in no other way, and (3) 
ptosis myopathica. 

The operation corrects the backward pose of the 
head by permanently elevating the lid and exposing 
the pupil. Its cosmetic effect is good also because 
of the formation of an extensive fold in the skin. 
It does not cause lagophthalmos during sleep. 

Local anesthesia is induced by 2 per cent novo- 
caine and adrenalin and a Jaeger horn plate inserted 
beneath the upper lid. A curvilinear incision is then 
made through the skin the entire extent of the lid 
so that the center of the curve is 6 mm. from the lid 
margin and the extremities of the incision are 4 mm. 
from the lid margin. The skin is separated 4 mm. 
above and 2 mm. below. Asecond incision is made be- 
neath the skin down to the tarsus 2 mm. below the 
curvilinear incision. A third incision is made beneath 
the upper skin flap to join the extremities of the 
second incision so that the distance between the 
second and third incisions is 6 mm. A 1o-mm. por- 
tion of the crescentic area is left intact, and two 
lateral flaps are dissected from the tarsus. The skin 
and subcutaneous tissue above the crescentic area 
are elevated from the tarsus and tarso-orb tal fascia 
to form a pocket to receive the crescentic area when 
the latter is drawn upward. 
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From above the eyebrows a double-edged knife is 
thrust downward close to the fascia at 25 degrees, 
first medially and then laterally, to emerge at either 
side of the attached crescentic area. The sutures are 
passed through two free flaps at the end of the cres- 
centic area and threaded into fenestra in knives. A 
double-needled twisted silk is passed through the 
upper border of the attached crescentic area 2 mm. 
from the upper border upward to emerge above the 
crest of the eyebrows and is tied over gauze to pro- 
duce marked lagophthalmos. The lateral and medial 
flaps are pulled up through the knife wound above 
the brow. The excess flap is excised and anchored by 
means of a suture introduced through the upper 
edge of the skin, the protruding flap, and the lower 
edge of the skin. No sutures are placed in the 
curvilinear incision. 

Borated vaseline is applied to prevent desiccation 
of the cornea and is used at each daily dressing. 
The wound is covered with rubber tissue, gauze, and 
a bandage. The sutures remain seven days. 

After operation there is marked lagophthalmos, 
but this disappears in a few days. 

A. H. PemBer, M.D. 


Hyslop, G. H.: Spasmodic Diplopia. J. Am. M. Ass., 
1924, Ixxxii, 1171. 

Hyslop reports seven cases of transitory diplopia 
occurring independently of the use of the eyes and 
not associated with errors of refraction or muscle 
insufficiency. In every instance there were symp- 
toms of overactivity of the autonomic portion of the 
sympathetic nervous system. If all of the symptoms 


had been found in one person the syndrome would 
have been that of vagotonia. The spasmodic diplopia 
is due to a transitory spasm of certain muscles sup- 
plied by the oculomotor nerve. 

Vircit Wescott, M.D. 


Ewing, A. E.: Duct Conservation in Lachrymal 
Abscess. Arch. Ophth., 1924, liii, 31. 


Ewing attributes unfavorable results from the 
use of lachrymal probe to a lack of knowledge of 
the anatomy of the lachrymal duct. He demon- 
strates the anatomical relations by eight illustrations 
of natural-size decalcified specimens. He objects to 
the ordinary probes because they are usually too 
long, too straight, and too large. From his observa- 
tions it is readily seen how a large probe injures the 
valve of Hasner, how a straight probe causes pain 
by pressure on the outer nasal wall, and how a long 
probe causes pain by traumatizing the floor of the 
nose. 

The size of the probe selected in any given case de- 
pends upon the ease with which it will pass through 
the canaliculus. Usually a probe which is 1 or 1.2 
mm. in diameter will pass without force. On this 
basis probes should be constructed with a gradation 
I size of o.2 mm., the 1-mm. size being used as the 
standard. In order that they may not injure the 
floor of the nose their length from the finger plate 
should not exceed 45 mm. 
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For dilating, the upper canaliculus should be 
chosen as it is shorter and the arc of the curve enter- 
ing the bony duct is only one-half the arc that must 
be traversed when the lower canaliculus is chosen. 
Thorough anesthesia should be induced with co- 
caine and holocaine before the punctum is divided 
or dilated. If incision is resorted to, it should never 
be over 3 mm. long. It is best made with a curved 
Weber knife directed backward to conceal the in- 
cision beneath the lid margin. The sac, the nasal 
end of the duct, and the duct should next be anezs- 
thetized with 5 per cent cocaine solution. 

In its manipulation the probe should be intro- 
duced horizontally until the nasal wall is reached. 
The finger end should then be raised to a vertical 
position and the probe end guided into the duct by 
pressing the forefinger over the sac. Syringing 
immediately after the passing of the probe is contra- 
indicated on account of the possibility of extrav- 
asation. Therefore Ewing does not make use of 
the syringe until after from twenty-four to forty- 
eight hours. 

The use of probes is often discouraging because no 
immediate result is obtained. A second probing 
should be done in from six to eight weeks as time 
should be given for the chronic swelling to subside 
and new epithelium to be formed. Drainage will be 
established by any small opening made. By careful 
persistent treatment this result may be obtained in 
every case except those with displacement due to 
injury and those with malignancy. 

A. H. Pemper, M.D. 


Cottle, M. H.: Postoperative Adhesions of the 
Vitreous to the Cornea. Am. J. Ophth., 1924, 3 s. 
vii, 263. 

The author reports four cases of adhesion of 
vitreous strands to the corneal wound following the 
discission operation with knife needles for secondary 
cataract. The slit lamp permits easy and early 
recognition and observation of these synechiz. 
They originate in the vitreous itself—not from the 
secondary membrane. ‘Their structure varies in 
texture and strength. Depending upon the structure 
and the direction of the fibers, irregularities of the 
pupil occur. The synechiz do not tend to disappear 
spontaneously. 

The occurrence of this complication probably 
depends on the composition of the vitreous, or the 
operative technique used, or both. It is possible 
that the delicate fibers of the ligamentum hyaloideo- 
capsulare are pulled into the wound and undergo a 
change due to a low-grade inflammatory reaction or 
a chemical change which causes them to become 
coarse and tough. In all of the cases the incision 
was made at an appreciable distance from the limbus. 
The shape of the knife, the depth to which the knife 
is plunged in the vitreous, and the method of its 
withdrawal may be other factors. 

The synechie may cause complications such as 
secondary glaucoma, late infection, and prolapse of 
the vitreous. Manrorp R. Wattz, M.D. 


iar 
hat 
ical 
of 
mic 
vel, 
ised 
hor 
ary 
nor 
‘ap- 
ned 
yall. 
[en- 
of 
ings 
of 
tion 
), 
Osis 
rch. 
osis 
ent 
‘ive 
(2) 
(3) 
the 
use 
kin. 
vo- 
ted 
hen 
lid 
lid 
ym. 
1m. 
be- 
the 
ath 
the 
the 
or- 
wo 
kin 
rea 
cia 
en 


110 INTERNATIONAL ABSTRACT OF SURGERY 


Wagener, H. P.: Retinitis and Renal Function in 
Cardiovascular Renal Disease. Am. J. Ophth., 
1924, 3 S. Vii, 272. 

Eighty cases of retinitis occurring in patients 
with hypertension were classified according to 
ophthalmoscopic appearances into four groups: (1) 
retinal arteriosclerosis of hypertension type with 
hemorrhages, (2) arteriosclerotic retinitis, (3) ret- 
initis of hypertension plus nephritis, and (4) ret- 
initis of nephritis. Descriptions given previously 
by several ophthalmologists were used as the basis 
of this division. Laboratory and clinical studies of 
the patients showed definite differences in the func- 
tional capacity of the kidneys in the various groups. 

In the twenty-eight cases of retinal arteriosclero- 
sis with hemorrhages, renal function was definitely 
impaired in 5 per cent, while in 12 per cent there 
was moderate reduction of phenolsulphonephthalein 
excretion. In the twelve cases of arteriosclerotic 
retinitis, renal function was distinctly reduced in 20 
per cent, but there was elevation of blood urea in only 
Ir per cent. In 60 per cent more there was moder- 
ate reduction of phenolsulphonephthalein excretion. 
In the twenty-three cases of retinitis of the hyper- 
tension plus nephritis type, renal function was 
definitely impaired in 17 per cent, while there was 
moderate reduction in the ability to excrete phenol- 
sulphonephthalein in an additional] 9 per cent. In 
the seventeen cases of retinitis of the nephritic type, 
renal function was distinctly reduced and there was 
considerable retention of bloed urea in 70 per cent; 
in 23 per cent more the phenolsulphonephthalein 
excretion was moderately reduced. 

In the group of eighty cases, there were twelve 
which were definitely diagnosed as chronic glomer- 
ular nephritis. Ten of these patients had retinitis 
of the nephritic type, one a retinitis of the hyper- 
tension plus nephritis type, and one only retinal 
hemorrhages in association with retinal arterio- 
sclerosis. 

Therefore it would appear that although phenol- 
sulphonephthalein excretion is definitely impaired 
in most persons with arteriosclerotic retinitis, 
marked reduction of renal function may be expected 
in an appreciable percentage of the cases only in 
retinitis of the nephritic type. It is doubtful whether 
retention of nitrogenous waste products in the 
blood is concerned in the production of any of these 
types of retinitis, as even so-called retinitis of 
nephritis is seen in patients with malignant hyper- 
tension and functionally adequate kidneys. 


White, L. E.: The Treatment of Optic Nerve In- 
volvement as Determined by Optic Canal Ra- 
diographs. Laryngoscope, 1924, xxxiv, 255. 

Following an anatomical study of the opticcanals, 
in which they were found to vary in size from 4 to 

6.5 mm. and in shape from the usually circular to 

the eval, the author made other investigations to 

determine whether or not such variations would 
explain why certain nerves become involved and 
others escape. 


Thirty-six cases of optic nerve disturbance and 
twenty-five normal cases were studied. 

The optic canal is normally circular and approxi- 
mately 5.5 mm. in diameter, but may vary from 3.5; 
to 6.5 mm. Its size and shape can be determined by 
careful roentgenography. When a severe neuritis 
occurs in canals abnormally small, there is great 
danger of permanent impairment of vision, whereas 
the same impairment of vision in cases of normal 
canals is apt to be followed by spontaneous recovery. 
Neuritis in normal or abnormal canals seems to be 
of extranasal origin. James C. BrasweLt, M.D. 


EAR 


Lillie, H. I.: Suppurative Labyrinthitis. Surg. 
Clin. N. Am., 1924, iv, 513. 

Experience with labyrinth disease has shown 
that by far the most important factor in the success- 
ful management of this condition is the correct 
diagnosis. It is known that destruction of the func- 
tion of the labyrinth by disease processes may be 
followed by recovery without operative interference 
and without further labyrinthine symptoms. In 
daily practice, cases of non-functioning labyrinths 
may be encountered in which there are no signs or 
symptoms of active labyrinth disease. In such 
instances, interference does not seem warranted, as 
natural processes have accomplished the desired 
result. 

The author reports four cases representing 
certain types of labyrinth disease: Case 1, toxic 
or metastatic labyrinthitis; Case 2, circumscribed 
suppurative labyrinthitis followed by diffuse sup- 
purative labyrinthitis; Case 3, chronic suppurative 
otitis media and mastoiditis with acute suppurative 
labyrinthitis, facial paralysis, and meningitis; and 
Case 4, suppurative and chronic otitis media with 
mastoiditis, diffuse suppurative labyrinthitis, and 
cerebellar abscess. 


Kopetzky, S. J., and Almour, R.: Observations on 
the Diagnostic Value of the Cold Caloric and 
the Rotation Tests. Laryngoscope, 1924, XXxlV, 
243- 

Labyrinth tests are of value to determine the 
amount of function present in the end-organ. Such 
tests make it possible to diagnose the various diseases 
of the labyrinth with some degree of certainty and 
serve as guides in determining the time and mode of 
operation on the end-organ in suppurative condi- 
tions. 

The tests have a definite place in neurology, but 
their value is limited because of the lack of histologt- 
cal evidence to verify and clarify clinical observa- 
tions. 

Kopetzky and Almour corroborate the findings of 
Borreis with regard to “paradoxical reactions. 
They believe also that caloric nystagmus and rotary 
nystagmus are different in character and origin. 

There is apparently a direct relationship betwee? 
the duration of the after-nystagmus elicited by rol 
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tion and the time required to produce a nystagmus 
by the caloric method. 

Syphilitic involvement of the central nervous 
system causes faulty past-pointing after labyrinth 
stimulation, despite the absence of spontaneous 
signs of asynergia or dysmetria. 

In the authors’ opinion, no definite conclusions 
can be drawn from induced past-pointing when the 
spontaneous pointing is normal. 

James C. BraAsweELt, M.D. 


Kettlekamp, F. O.: 
1924, XXXIV, 44. 

Mucosis otitis is a disease which is insidious in 
its onset, difficult to diagnose, and treacherous in 
its course. It was first recognized by Gohn. This 
report by Kettlekamp goes into considerable detail 
regarding the etiology, pathology, and bacteriology 
of the condition. Three cases are reported. The 
important points in the article are summarized as 
follows: 

1. Clinically, two types of acute otitis media are 
distinguished, the common type and the so-called 
mucosis otitis. 

2: The so-called mucosis otitis may be caused by 
the streptococcus mucosus capsulatus or the diplo- 
coccus lanceolatus capsulatus. 

3. Capsulated bacteria cause symptomless de- 
struction of bone and symptomless intracranial 
complications. 

4. Mucosis otitis presents a characteristic clinical 
picture. 

5. The presence of the streptococcus mucosus 
capsulatus in the spinal fluid is pathognomonic of 
otogenic intracranial complications. 

ABRAHAM R. HOLLENDER, M.D. 


Mucosis Otitis. Laryngoscope, 


Leitch, J. W.: A Case of Acute Bilateral Otitis 
Media Associated with a Large Abscess of the 
Right Frontal Lobe. J. Laryngol. & Otol., 1924, 
XXXiX, 209. 

Leitch’s patient was a boy aged 714 years. The 
unusual features of the condition were rapid onset 
and severity of the initial symptoms followed by a 
decided slowing of the pulse and remission of the 
symptoms for a time. 

There were absolutely no signs or reflex changes 
during life to indicate the localization of the condi- 
tion. The localization was discovered only at post- 
mortem examination about six weeks after the onset 
of the acute symptoms. 

FRANKLIN P. ScuusTER, M.D. 


NOSE AND SINUSES 


Yerger, C. F.: Traumatic Abscess of the Nasal 
Septum in Children, with a Report of Five 
Cases. Illinois M. J., 1924, xlv, 278. 


Conditions presenting a picture somewhat similar 
'o that of traumatic abscess of the nasal septum are: 
(1) syphilitic gumma of the septum, (2) polypus, 
(3) hypertrophy of the inferior turbinates, and (4) 
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thickening of the deflected nasal septum with soft 
hypertrophy of the mucosa. 

The prognosis of traumatic abscess of the nasal 
septum depends upon the promptness of treatment. 
The latter should consist in measures to obtain 
adequate drainage of the abscess, to combat symp- 
toms of infection, and to prevent deformity. 

To prevent deformity, early replacement of the 
separated mucoperichondrium to the cartilage is 
essential. Therefore drainage should be dispensed 
with as early as possible. To aid in the approxima- 
tion of the flaps, the author prefers the largest rubber 
drainage tube that can be employed in the nostrils 
and the use of gauze packing as indicated. The tube 
and gauze splint are left in place for one week, and 
then replaced, if this is desirable, by an ordinary 
perforated, hollow, hard rubber splint which is used 
for three weeks. 

Yerger draws the following conclusions: 

1. Traumatic abscess of the nasal septum is rela- 
tively rare, considering the frequency of nasal 
trauma in children. 

2. It occurs as a rule in early childhood and is 
the result of slight trauma. On account of the insig- 
nificance of the trauma, many of the cases are not 
recognized. 

3. Unrecognized or neglected cases result in un- 
sightly nasal deformity. 

4. In every case of injury to the nose in children 
a careful examination should be made for evidences 
of a septal hematoma or abscess. 

Orto M. Rott, M.D. 


Lewis, F.O.: The Radical Frontal Sinus Operation. 
with the Results in Sixty-Five Cases. Therap. 
Gaz., 1924, xlviii, 229. 

After tracing the development of the external 
frontal sinus operation as performed today, Lewis 
describes a few modifications he uses in the perform- 
ance of the Killian operation and a new operation 
devised by Howarth of Edinburgh which he per- 
formed in his last four cases. In conclusion he re- 
views the results in sixty-five cases of frontal sinus 
suppuration operated upon radically. 

The modified Killian technique consists in the 
following steps: 

1. The eyelids are sutured together to protect the 
eye from injury. 

2. The skin and deeper structures are infiltrated 
with % of 1 per cent novocaine and a 1:10,000 
adrenalin solution, even when general anesthesia is 
used. This is done to reduce the hemorrhage. 

3. Coakley’s incisions are made. The first or 
upper incision is made through the upper margin of 
the eyebrow and extended through the periosteum 
to the bone. The lower incision is begun posteriorly 
to the supra-orbital notch and carried in a curved 
direction downward alongside the nose, midway 
between the inner canthus of the eye and the dorsum 
of the nose, to the inferior border of the nasal bone. 
This prevents puckering at the inner canthus of the 
eye. 


ind 
)xi- 
35 
by 
itis 
eat | 
eas 
mal 
Ty. 
be 
urg. 
wn 
eSs- 
rect 
nc- 
be 
nce 
In 
Or 
uch 
, as 
red 
‘ing 
hed 
up- 
tive 
tive 
and 
vith 
and 
and 
the 
uch 
| 
and 
e of | 
ndi- 
but 
ogi- 
rva- 
ns.” 
tary 
yeeD 
‘ota- 


Ii2 


4. In extremely large sinuses divided by septa 
the overhang is removed from the upper margin and 
the septa are partially excised and examined for 
accessory cells. 

_ The steps in Howarth’s technique are the follow- 
ing: 

1. Acurved incision is made just under the supra- 
orbital margin and brought down in front of the 
inner canthus onto the side of the nose. 

2. An incision is carried down to the bone and 
the periosteum covering the roof of the inner wall of 
the orbit is raised, the pulley of the superior oblique 
being thus detached from its notch, and all of the 
orbital contents and the lachrymal duct are dis- 
placed outward. 

3. The sinus is opened just above the lachrymal 
groove and with a Citelli forceps the sinus floor is 
removed with minimal disturbance of the mucosa. 

4. The bone in front of the nasofrontal duct is 
removed with Citelli’s forceps. 

5. The ethmoid is entered through the lachrymal 
groove and the cells are removed. A new nasofrontal 
duct is formed further forward than the old one, a 
gouge and forceps being used to remove the ascend- 
ing process of the superior maxilla and of the nasal 
process of the frontal bone. 

6. A large, firm-walled rubber tube is pushed up 
the nose into the anterior part of the sinus and the 
lower end is stitched to the ala of the nose. 

7. The orbital contents are allowed to fall back 
into place and the incision is closed. 

8. The tube is removed after ten days. 
Otto M. Rorrt, M.D. 


Ruskin, S. L.: Puncture of the Maxillary Sinus. 
Laryngoscope, 1924, XXxiv, 179. 

The author makes his puncture in the inferior 
meatus, and as the most desirable site for puncture 
selects the processus maxillaris of the inferior tur- 
binate. 

The needle used is a thin needle curved toward its 
tip, with a sharp point, and with a mark 4 cm. from 
its tip indicating the average distance between the 
anterior nasal spine and the site of election for the 
puncture. The handle is a modification of that of 
Fein’s needle. W. B. Srarx, M.D. 


PHARYNX 


Bigelow, N.: A Type of Enucleator That Isolates 
the Tonsil and Its Contents from the Mouth 
and Pharynx During Tonsillectomy. Laryn- 
goscope, 1924, XXXiv, 273. 

During tonsillectomy as it is usually performed, 
serum, blood, pus, and caseous plugs are extruded 
from the tonsil into the mouth and pharynx. The 
swallowing or inhaling of this septic material must 
be prevented. For this purpose the author has 
invented a suction apparatus which may be attached 
to the tonsil instrument. 

The basic principle is a cup attachable to a suction 
apparatus and a cutting member that slides across 
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the mouth of the cup. The attachment has been 
used with success on the Sluder, Beck, and Sauer 
instruments. 

In some respects the modification is ideal, but it 
is doubtful whether negative pressure will ever prove 
as safe as digital manipulation. Unless care is exer- 
cised in controlling the suction in the use of the 
Sluder method there is danger of removing a portion 
of one or both pillars. In the use of the Beck instru- 
ment such accidents do not occur. 

James C. BRASWELL, M.D. 


Shekter, A. J.: A Modification of an Old But Safe 
Instrument for the Complete Enucleation of 
the Tonsil. Laryngoscope, 1924, xxxiv, 276. 


In the author’s opinion, the old Beck-Schenck or 
Beck-Mueller instrument is the safest for beginners. 
In competent hands the Sluder instrument is safe, 
but the most competent operator meets with acci- 
dents if he employs this instrument routinely. 

Shekter describes a new instrument for the enu- 
cleation of the tonsils which is modeled in general 
after the Beck-Schenck snare, but unlike the latter, 
has the advantages of a Sluder handle and trigger 
arrangement for pulling up on the wire loop. It has 
also the advantage of easy manipulation. The han- 
dle is removable and adjustable. It is a safe instru- 
ment for the beginner. The operative technique is 
similar to that of the Beck-Schenck method. 

James C. Braswe tt, M.D. 


Sargnon: Malignant Neoplasms of the Pharynx 
and Larynx; Surgery, Radium, and Roentgen 
Treatment (Neoplasmes malins des pharynx et du 
larynx: chirurgie, radium, et radiotherapie). Arch. 
internat. de laryngol., 1923, xxix, 972. 


‘Of the author’s cases of malignancy of the lower 
part of the pharynx only one was cured for a period of 
three years. This was a case of retro-crico-arytenoid 
epithelioma in which, by means of laryngofissure, 
radium was applied to the interior of the tumor for 
twenty-four hours. 

The prognosis in cases of intrinsic laryngeal can- 
cers is grave. Not one of the author’s cases has been 
cured; the majority were benefited temporarily 
but the condition recurred. Recently, in cases 
treated with deep roentgen therapy, there has been 
more marked improvement. a 

In intrinsic cancers of the larynx the prognosis !s 
very much better. Even when the lesion has spreat. 
and especially when it involves the posterior lary 
geal wall, the author performs laryngofissure and 
treats with radium and the X-rays. These are the 
cases in which more radical surgeons perform 4 
laryngectomy. 

With regard to the treatment of the localized 
forms, especially neoplasms of the vocal cords, 
there is little dilference of opinion, the majority 
surgeons advocating laryngofissure with exeresis 
of the diseased cord. Many do not use radium alter 
the operation, preferring roentgen therapy alone 
The author urges laryngofissure with wide resection 
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SURGERY OF THE HEAD AND NECK 


of the cord followed by the application of radium 
and then of the X-rays, at first to the open wound 
and then through the skin. In none of his cases in 
which this was done has there been a recurrence— 
not even in those in which it was necessary to resect 
both cords. 

Berard and Sargnon treat cases of malignancy of 
the lower part of the pharynx by the internal and 
external application of radium or very deep roentgen 
therapy or a combination of the two. Cases of 
pharyngolaryngeal extrinsic cancers they treat by 
tracheotomy and the internal and external applica- 
tion of deep roentgen therapy. In the glands, which 
appear to offer greater resistance to deep roentgen 
therapy than to radium, radium is applied exter- 
nally with the use of thick filters. In cases of exten- 
sive intrinsic cancers of the larynx a tracheotomy is 
done and followed by radium and very deep roent- 
gen treatment. In localized types a laryngofissure 
is followed by X-ray treatment. When radium is 
employed, a small dose is left im situ for a considera- 
ble length of time. W. A. BRENNAN. 


Caliceti: Biological Methods of Treating Sar- 
coma of the Upper Respiratory Tract (Les 
méthodes biologiques de traitement des sarcomes des 
premiéres voies respiratoires). Arch. internat. de 
laryngol., 1923, XXix, 993. 

The usual biological methods of treating cancer, 
which are based on the blastomycetic nature of the 
neoplasm, occasionally result in improvement but 
rarely have effected complete and definite destruc- 
tion of the neoplasm. They are therefore inferior to 
surgery. The Citelli method has been applied here- 
tofore exclusively to sarcoma. This procedure is 
based upon the principle of autogenous vaccination. 
In order to provoke in the organism the specific 
substances which will combat the neoplasm, the 
patient is given injections of tumor substance which 
presumably contains the causal agent of the disease. 
After its removal from the tumor, the tissue to be 
used is washed in a % per cent solution of phenol 
and washed from three to five times. It is then 
divided into small fragments, mixed with glass 
powder and a sterile phenol solution (5 to 8 c.cm. 
per gram of tumor), and crushed in a mortar. Before 
an intravenous injection is given the solution is 
filtered through gauze, cotton, and filter paper. 

_In the first injection, from 2 to 3 gm. of tumor are 
given; in the second, from 4 to 5 gm.; and in the 
third, from 6 to 7 gm. In all, from 10 to 12 gm. or 
more may be used. 

_ Following the injections Citelli noted necrosis 

in sarcomata, and more recently, in endotheliomata 

and carcinomata. At first, this is superficial, but 
later becomes deep, blocks of neoplasm being spon- 
taneously eliminated. Microscopic examination 
shows the neoplastic cells in the process of cytolysis. 

Caliceti reports the following cases treated by 
the Citelli method: 

Case 1. Myxosarcoma of the left nasal fossa. 

covery maintained for six months. 
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CasE 2. Angiomatous myxosarcoma of the right 
nasal fossa. Recovery maintained for a year. 

Case 3. Lympho-angio-endothelioma of the neck 
and parotid with glandular metastases. Decrease 
in the size of the tumor and arrest of proliferation. 

CasE 4. Small round-cell sarcoma of the left 
nasal fossa with propagation. The patient’s condi- 
tion is good, but there has been no decrease in the 
size of the tumor. 

Caliceti states that the majority of recoveries 
reported occur in cases of sarcoma or mixed tumors 
of the upper respiratory tract. In some instances 
it is still too early to conclude that the cure is 
permanent. Citelli has recently cured two cases 
of endothelioma and two cases of carcinoma. 

W. A. BRENNAN. 


NECK 


Olin, R. M.: Iodine Deficiency and the Prevalence 
of Simple Goiter in Michigan: Preliminary 
Report. J. Am. M. Ass., 1924, 1xxxii, 1328. 


That the state of Michigan has an abnormally 
high percentage of cases of goiter has been a matter 
of common knowledge for years, but of no great 
concern either to the public or to the medical pro- 
fession. It was not until 1918 that the matter was 
given serious consideration. An extensive survey 
has shown that in the northern parts of Michigan, 
the incidence of goiter in children is much higher 
than in the southern part of the state, and that this 
is due to the fact that the amount of iodine in the 
water in the northern areas is less. With regard to 
the age incidence of the condition it was found that, 
in boys, goiter is most frequent at the tenth year, 
and in girls, at the age of 12. This would seem to 
indicate that congenital cases run approximately 
even up to the age of 10 years. With regard to the 
relation of the condition to scholastic standing, it 
was found that among both boys and girls there is 
a definite increase in the incidence in children below 
scholastic grade. 

The most satisfactory method of preventing goiter 
is the administration to all school children of 1o mgm. 
of iodine in the form of iodostarine in a chocolate 
tablet once a week for forty weeks. A more simple 
method of supplying the deficiency is to give the 
iodine in the table salt. 

ARTHUR L. SHREFFLER, M.D. 


Seitz, C.: Report of the Goiter Commission of the 
Munich Pediatric Society (Bericht der Kropf- 
kommission der Muenchener Gesellschaft fuer Kin- 
derheilkunde). Muenchen. med. Wchnschr., 1923, 
1406. 

The Munich Pediatric Society appointed a com- 
mission to study the goiter problem as it affects 
children and adolescents. This commission, in con- 
junction with the Ministry of the Interior, sent to 
the state physicians seven questions covering the 
most important symptoms, the cause of the condi- 
tion, and the treatment. 


| 
Pen 
uer 
4 
t it 
ove 
cer- 
the | 
ion 
Tu- 
). | 
safe | 
1 of 1 
ers. 
afe, 
cci- 
nu- 
eral 
ter, 
has 
tru- 
is 
ynx 
gen 
t du 
rch. 
wer 
d of 
noid 
ure, 
r for 
can- 
een 
arily | 
ases 
is is 
ead, 
| 
and 
the 
m a 
lized 
yrds, 
y of 
resis 
after 
lone. 
tion 


114 


From the answers received Seitz draws the follow- 
ing conclusions: 

Among children with goiter there are many in 
whom increased circumference of the neck is not 
associated with general disturbance but is a sign of 
growth or maturity. In such cases, iodotherapy is 
not necessary. 

In the districts of Bavaria in which endemic 
goiter is found it is advisable to recommend pro- 
phylaxis with iodized sodium chloride and instruc- 
tion of the public by means of leaflets. 

With the consent of the parents, organic or inor- 
ganic preparations of iodine in minute doses might 
be given to school children. This should be done 
according to the method used in Switzerland. 

CREITE (Z). 


Amersbach: Injuries to the Recurrent Laryngeal 
Nerve in Thyroidectomy (Ueber Recurrens- 
schaedigungen nach Strumektomie). Zéschr. f. 
Hals-, Nasen-, und Ohrenheilk., 1923, vi, 447- 


Disturbances of the motility of the vocal cords 
caused by benign goiter are extremely rare. In 273 
cases of benign goiter their incidence was less than 
0.4 per cent. 

The number of i injuries to the recurrent laryngeal 
nerve is much greater than is generally supposed and 
the relationship of such injuries to the different 
methods of operating for goiter has not been de- 
termined. 

This article deals chiefly with the difficult problem 
of determining the presence of paralysis of the vocal 
cords. The author discusses the sources of error in 
this determination in detail. There is certainly a 
protrusion beyond the midline, in spite of the fact 
that this has been doubted. A correct interpreta- 
tion of the position of the arytenoid cartilage and 
of the tension of the vocal cords is of great import- 
ance. 


INTERNATIONAL ABSTRACT OF SURGERY 


The author emphasizes the necessity for a care- 
ful laryngological examination before and after oper- 
ation. Proper interpretation of the findings requires 
training in laryngology. KULENKAMPrF (2), 


Fetterolf, G.: The Use of the Galvanocautery in 
the Treatment of Tuberculosis of the Larynx. 
Laryngoscope, 1924, XXXiv, 290. 

The technique of galvanopuncture is simple, the 
only requisite being a moderate amount of dexterity 
in intralaryngeal manipulation. The work may be 
done by direct or indirect laryngoscopy. The latter 
is usually least distressing to the patient. 


The use of the galvanocautery favors the arrest | 


of tuberculous processes by producing vasculariza- 
tion and fibrosis. The method is applicable to all 
types of lesions and, by means of it, penetration to 


the full depth of the diseased area is possible at once. f 
The action is very quick and the reaction is harm- f 


less and negligible. 

In the author’s opinion the galvanocautery is the 
only therapeutic agent which has proved of true 
and constant value in the surgical treatment oj 
laryngeal tuberculosis. It gives relief and effects a 
cure in all types of lesions and in many otherwise 
incurable cases. James C. Braswe tt, M.D. 


Turner, A. L.: Metastatic Malignant Tumor of the 
Larynx Secondary to Adenocarcinoma of the 
Right Kidney. J. Laryngol & Otol., 1924, xxxit, 
181. 


The case reported was that of a 70-year-old man 
with metastases in the suprarenal gland, the laryns, 
— the thyroid from a primary growth in the right 

ney 

A detailed report of the postmortem findings in 
these organs is given and supplemented by six 
figures demonstrating the gross and microscopic 
pathology. FRANKLIN P. Scuuster, M.D. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 
Adson, A. W.: Pseudo-Brain Abscess. Surg. Clin. 
N. Am., 1924, iv, 503. 


The author reviewed three cases in which the 
history was definitely that of brain abscess. In two, 
exploration revealed only a localized encephalitis; 


in the third the treatment was expectant. All of 
the patients recovered. All had a history of otitis 


media and mastoid involvement followed by acute 
encephalitis with cerebral symptoms which later 


- cleared up, revealing signs of localized cerebral in- 
- volvement. All ran a similar course of symptoms 
with a septic temperature and a leucocytosis 
_ typical of the tertiary stage, which gradually sub- 


sided into the quiescent stage with spontaneous re- 
covery. 
The first patient was a girl of 14 years who, one 


_ month prior to admission to the hospital, developed 
_ otitis media on the right side after an attack of 
_ measles. This was followed by a right temporal 
headache. 
_ suppurative otitis media with a cloudy right an- 


Examination revealed a right acute 


trum, a leucocytosis, and a septic temperature. 
Paracentesis of the right ear was performed but did 


_ not give complete relief. Exploration of the mastoid 


revealed infected granulation tissue with some de- 
struction of cells; there was no evidence of sinus 
thrombosis. After the operation the condition 
improved somewhat, but the right temporal head- 
ache and leucocytosis continued and there was chok- 


_ ing of the disks of from 3 to 4 diopters with hemor- 


thage and facial paralysis on the left side. One 
month after the patient’s admission to the hospital 
the facial paralysis and choking of the disks were 
increasing and a right temporoparietal lobe abscess 
was feared. Exploration revealed an accumulation 
of fluid in the subarachnoid spaces and congestion 
of the convolutions on the surface, the only findings 
being those of a localized encephalitis. The explor- 
ing trocar encountered a deep mass but no pus; 
bloody cerebrospinal fluid was obtained from the 
ventricles but a culture of this was negative. A 
ventriculogram showed a poorly filled right anterior 
horn. The postoperative course was uneventful and 
the patient was dismissed on the tenth day. She 
4s apparently recovered completely. 

The second patient, also a girl of 14 years, had 
symptoms similar to those of the first. Her condi- 
ton began with atypical scarlatina which developed 
Into streptococcic sore throat, bilateral otitis media, 
and later suppurative cervical adenitis. After a 
month there was marked improvement for three 
— but this was followed by signs of cerebral 

isturbance (irritability, dizziness, right homony- 


NERVOUS SYSTEM 


mous hemianopsia, swelling of the left optic disk, 
right hemiplegia, and partial motor aphasia). 

Examination revealed chronic suppurative otitis 
media on the right side, cedema of the left middle 
ear, right hemiplegia, a leucocytosis, and a daily 
increase in the temperature. Nine days after the 
patient’s admission to the hospital and nine weeks 
after the onset of the illness a left temporal lobe 
exploration was performed because of persistence of 
the cerebral symptoms. The findings were prac- 
tically the same as in Case 1. A culture of the cere- 
brospinal fluid from the ventricles was negative. 
The postoperative course was uneventful. When 
the patient was discharged on the twenty-seventh 
day, she still had some eye trouble and a partial 
right hemiplegia. Five months after the operation 
her condition was practically normal and she was 
able to carry on her school work. During the 
previous five months she had three convulsions, 
two with a slight residue and the last one with 
none. 

The third patient, a girl of 13 years, had had left 
otitis media for seven years and three operations in 
the mastoid region. A month before she registered at 
the Mayo Clinic, streptococcic sore throat developed 
with involvement of the glands and a supra-orbital 
headache on the left side. At this time there was 
slight aphasia, and the right pupil was larger than 
the left. With a septic temperature there was a 
leucocytosis of 16,000. 

The left mastoid area was again explored but only 
granulation tissue was found. The patient was kept 
under observation for two weeks and finally dis- 
missed. Aside from a questionable convulsion fol- 
lowed by slight weakness of the right hand and the 
persistence of the leucocytosis, her convalescence 
was uneventful. As there was no other evidence of 
cerebral involvement, no further operation was 
performed. The patient has remained well for two 
years. 

After a review of the typical history, and the clini- 
cal and surgical findings in cases of brain abscess, 
the author concludes with the statement that 
physicians must be on the lookout for these cases of 
pseudo-brain abscess which so closely simulate the 
typical abscess. 


Kaestner, H.: Experiences with Puncture of the 
Corpus Callosum at the Leipzig Surgical Clinic 
(Erfahrungen mit dem Balkenstich an der Leip- 
ziger chirurgischen Klinik). Deutsche Ztschr. f. 
Nervenheilk., 1923, \xxvii, 310. 


The author reviews 120 cases in which puncture 
of the corpus callosum was done in the treatment of 
congenital or acquired hydrocephalus, brain tumor, 
epilepsy, or idiocy. 
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In a considerable number of the cases of hydro- 
cephalus, tumor of the cerebral hemispheres, and 
non-localizable tumors a distinct decrease in the 
symptoms of pressure was noted. On the other 
hand, in cases of tumors of the cerebellum and the 
region of the third ventricle the procedure had an 
unfavorable effect; in these cases puncture of the 
corpus callosum is contra-indicated because of the 
changes in the circulation caused by the growths. 
In a large percentage of the cases of epilepsy a fairly 
good result, and in some cases, continuous improve- 
ment was noted. Idiocy remained unaffected. 

The dangers associated with puncture of the cor- 
pus callosum are not great, and in no way greater 
than those of ventricular puncture. When the cor- 
rect technique is used, hemorrhages of the veins of 
the dura need not be feared. LemKE (Z). 


PERIPHERAL NERVES 


Boorstein, S. W.: Obstetrical Brachial Paralysis 
(Erb’s Palsy). J. Am. M. Ass., 1924, Ixxxii, 862. 


Taylor’s traction theory of the causation of 
obstetrical brachial paralysis has been generally 
accepted. The brachial plexus is occasionally 
injured by the forceps, but more often by a finger 
during improperly executed traction in the delivery 
of the after-coming head. Occasionally in cases of 
vertex and breech presentations cervical nerve 
fibers are injured by compression between the clav- 
icle and underlying bone structures, and probably 
less often are lacerated by excessive traction as in 
delivery of the posterior shoulder when it is caught 
on the perineum. 

The upper arm type of paralysis is the result of a 
lesion of the suprascapular nerve and of the fifth 
and sixth cervical nerves just beyond their union. 
Less frequently the entire plexus is injured, this 
causing paralysis of the whole arm. When the 
eighth cervical and first dorsal nerves are involved, 
paralysis of the lower arm results. 

As a child with the upper-arm type of paralysis 
gets older, the arm characteristically becomes 
abducted and rotated internally with the elbow 
slightly flexed, the forearm pronated, and the 
palm looking backward in the typical “‘ policeman’s 
tip” position. The child cannot abduct or raise 
the arm at the shoulder because of the paraly- 
sis of the deltoid and supraspinatus. Internal and 
external rotation of the arm, flexion of the elbow, 
and supination of the forearm are lost. 

In the whole-arm type of paralysis there are, in 
addition to the findings mentioned, wrist drop, 
paralysis of the flexors and extensors of the wrist 
and fingers, and greater atrophy than in the upper 
arm type. 

In the upper arm type, partial recovery is the 
rule. In the lower arm type the shoulder muscles 
may recover somewhat, but the lower arm muscles 
do not. In the former, sensation is normal, and 


in the latter it is lost. Atrophy of the humerus and 
scapula is usual. 


Early complications are facial paralysis, fracture 
of the clavicle, and separation of the epiphysis of 
the head of the humerus. Late complications are 
secondary posterior subluxation of the humerus due 
to traction of the unparalyzed pectoralis major, 
subscapularis and teres major; hooking of the 
acromion; and pronation of the forearm. 

An important sign in the diagnosis is inequality 
of the pupils which indicates injury to the inner cord 
of the brachial plexus on the inner side. 

To prevent this condition special care is necessary 
in the application of the forceps and the manage- 
ment of: the shoulders. In the Mauricean-Smellie 
maneuver, the index and middle fingers should be 
forked above the shoulders, not on the sides of the 
neck, but on the sternum of the infant. 

In conservative early treatment the shoulder 
should be immediately put in a splint or brace to 
prevent stretching of the paralyzed muscles and 
contracture of the unopposed muscles. Such a 
brace should place the shoulder in abduction and 
outward rotation, the forearm in supination, the 
elbow in flexion, and the wrist in dorsiflexion. The 
splint should be removable for massage and gymnas- 
tic treatments. The latter are of the greatest im- 
portance and should be given daily. Under this 
treatment a mild case will recover in from three to 
four months, and a severe case in from six to seven 
months. If there is no improvement in four months, 
nerve operations are indicated. The deformity of 
the shoulder, viz., abduction and internal rotation, 
can easily be corrected by tenotomy, and the pro- 
nation of the forearm by muscle transplantation. 

Paut R. M.D. 


SYMPATHETIC NERVES 


Borchard, A.: The Surgical Treatment of Angina 
Pectoris (Zur chirurgischen Behandlung der Angina 
pectoris). Arch. f. klin. Chir., 1923, cxxvii, 212. 


It is generally believed that the cause of angina 
pectoris lies in the coronary arteries. Wenkenbach 
designates angina pectoris as aortic pain (aortalgia). 
Eppinger and Hofer have recommended resection 
of the sensory nerve of the aorta. Twenty-five 
years ago Frank suggested the severance of the 
reflex and pain tracts between the heart and great 
vessels and the brain and spinal cord by unilateral 
or bilateral resection of the cervical sympathetic. 
This was first done by Jonnescu. 

Pain such as that of angina pectoris may have 
also a psychic source of origin. Therefore caution is 
imperative in judging the indications for treatment 
and the results. 

The exposure of the depressor nerve and the 
cervical sympathetic is technically difficult. In 
cases of arteriosclerosis, pressure on the large vessels 
must be reduced to the minimum because of the 
danger of disturbing the cerebral circulation. 
Injury to the vagus and superior laryngeal nerve 
must also be avoided. Bilateral resection of the 
depressors should always be done in two stages. 
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SURGERY OF THE NERVOUS SYSTEM 


In a case of severe angina pectoris which had 
been treated internally for a long time without 
results the author severed the left depressor nerve 
and resected the sympathetic from the superior 
cervical ganglion through and including the middle 
cervical ganglion. Thirteen days after the opera- 
tion symptoms developed which suggested an area 
of softening in the region of the distal branch of the 
left sylvian fossa. Death occurred six days later. 

In the author’s opinion the postoperative dis- 
turbance of circulation was due to a slowing down 
of the current dependent upon the resection of the 
cervical sympathetic and perhaps aggravated by 
local arteriosclerosis. Resection of the cervical 
sympathetic is therefore not without danger. If 
there is any indication of a disturbance of the cere- 
bral circulation or an evident arteriosclerosis, opera- 
tion upon the sympathetic is contra-indicated. In 
such cases unilateral resection of the depressor 
nerve is preferable. STAHL (Z) 


MISCELLANEOUS 


Pagniez, P.: Accidents Due to Lumbar Puncture 
and their Pathogenesis (Des accidents dus a la 
ponction lombaire et de leur pathogénie). Presse 
méd., Par., 1924, XXXl, 151. 

The complication most frequently attending lum- 
bar puncture is headache. As a rule it persists for 
several hours and occasionally for several days. It 
is often accompanied by vertigo and nausea, and 
at times by vomiting. In some instances the punc- 
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ture is followed by pain in the back and a rise in the 
temperature. Exceptionally there are more serious 
complications such as severe vertigo and syncope. 
Still more rarely, death results. Lumbar puncture 
performed in the presence of tuberculosis of the 
spinal column may aggravate the spasmodic and 
paralytic phenomena and cause a serious crisis. In 
cases of septicemia, meningitis may result. This has 
been demonstrated experimentally as well as 
clinically. 

These complications may be caused by the de- 
compression resulting from the removal of the fluid, 
the excessive production of fluid following the punc- 
ture, or congestive phenomena provoked by the fall 
in the cerebrospinal fluid pressure. The headache 
will often be relieved by replacement of a portion of 
the fluid removed. It has been suggested that the 
headache is due to the continued leakage of fluid 
into the epidural tissues through the dura opening 
made by the needle. Ingvar showed experimentally 
that following lumbar puncture there is often a col- 
lection of fluid in the epidural space, the lumbar 
muscles, and the subcutaneous tissues. 

Meningeal hyperemia may result from the pro- 
duction of a marked cerebrospinal fluid hypotension. 
In some instances lumbar puncture may cause hyper- 
tension by stimulating the production of cerebro- 
spinal fluid. The intravenous use of hypotonic or 
hypertonic saline solutions is of value in relieving 
the unpleasant symptoms attendant upon the pres- 
ence of cerebrospinal fluid hypotension or hyper- 
tension. Loyat E. Davis, M.D. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Lee, B. J., and Herendeen, R. E.: The Treatment of 
Primary Inoperable Carcinoma of the Breast 
by Radiation: A Report of Fifty-Four Cases 
from the Breast Clinic. Radiology, 1924, ii, 121. 

Jenkinson, E. L.: Roentgen Treatment of Breast 
Carcinomata. Radiology, 1924, ii, 151. 

Stevens, J. T.: Modern Methods in the Treatment 
of Cancer of the Breast. Radiology, 1924, ii, 156. 


All of these authors agree that a careful physical 
and roentgenological examination should precede 
any treatment. By this means, the character, ex- 
tent, and depth of the lesion and the presence or 
absence of metastasis may be determined. The treat- 
ment will be rational and successful in proportion to 
the degree to which these facts are ascertained and 
appreciated. 

LEE and HERENDEEN state that at the Memorial 
Hospital in New York the presence of any one of the 
following conditions causes a case to be regarded as 
inoperable: (1) definite fixation of the tumor to the 
chest wall; (2) marked involvement of the axillary 
glands of the same side; (3) definite fixation of the 
axillary glands to the chest wall; (4) well-marked 
fullness of the supraclavicular region of the involved 
side; (5) palpable supraclavicular glands; (6) firm, 
palpable glands on the opposite side unless their 
presence can be well explained by some other lesion; 
(7) evidence of metastasis in the other breast; (8) 
diffuse, extensive invasion of the skin; (9) evidence 
of metastasis to the pleura, lungs, or mediastinum; 
(10) evidence of metastasis to bones; (11) metastasis 
to distant organs, such as the liver, brain, etc.; (12) 
so-called inflammatory carcinomata; and (13) car- 
cinoma of the breast complicating pregnancy in 
young women. 

Of all cases of carcinoma of the breast coming to 
the clinic of the Memorial Hospital in 1920, nearly 
two-thirds were inoperable. If the condition is ad- 
vanced and the patient is in poor general condition 
with a fairly marked degree of anemia and cachexia, 
no vigorous treatment is attempted. These cases 
are not rejected, however, because light radiation 
will relieve the suffering and occasionally gives an 
unexpected good result. 

In the less advanced cases, more vigorous radia- 
tion is given, but the dangers of over-radiation are 
borne in mind. Satisfactory regression can usually 
be obtained by a fractional dose method. During 
this treatment the patient’s general strength and 
nutrition are carefully maintained. 

JENKINSON and STEVENS discuss operable as well 
as inoperable cases. They urge both pre-operative 
and postoperative radiation of those subjected to 
surgery. They agree with Lee and Herendeen that 
every case is an individual problem and that there 


is no standard technique which can be employed in 
all instances. While deep therapy with high voltage 
is used in certain cases, moderate voltages are em- 
ployed as a rule. 

In the experience of Lee and Herendeen, and of 
Jenkinson, the treatment of pulmonary metastasis 
has been unsatisfactory. In cases with metastasis to 
bone, radiation often relieves the pain. This is es- 
pecially true in cases of spinal metastasis. 

Lee and Herendeen report on fifty-four cases of 
inoperable cancer of the breast. In all, the treatment 
was begun over three years ago. Ten (18.5 per cent) 
of the patients are still alive, and four of the ten are 
free from evidences of the disease. In the others, 
suffering was completely or partially relieved for « 
considerable time. 

STEVENS’ experience is based upon ninety-six cases, 
sixty-nine of which were treated by surgery and 
radiation and twenty-seven by radiation alone. 
Seventy (72 per cent) of the patients are alive and 
free from any evidence of the disease. Stevens does 
not mention the time interval. 

Caries A. HEAcock, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Tucker, G.: Rapid Deductive Diagnosis of Dysp- 
noea Requiring Tracheotomy. Surg. Clin. N. 
Am., 1924, iv, 85. 

In severe laryngeal dyspnoea the definite indica- 
tions for immediate tracheotomy are: (1) indrawing 
at the suprasternal notch, (2) indrawing at the 
inner ends of the clavicles, and (3) indrawing of the 
intercostal spaces and epigastrium. The author 
reports an illustrative case. 

A rapid tracheotomy can be done low by splitting 
open the entire front of the neck at the first incision 
so that the trachea can be felt. There is no need of 
destroying the larynx by laryngotomy or of attempts 
to stab the cricothyroid membrane. 

Cari R. STEINKE, M.D. 


Manges, W. F.: Peanut Kernels in the Lungs; 
Roentgen-Ray Diagnosis of Non-Opaque For- 
eign Bodies in the Air Passages. Surg. Clin. N. 
Am., 1924, iv, 54. 

In cases of non-opaque bodies in the lungs the 
X-ray signs depend, not upon the shadow cast by the 
foreign body itself, but upon a change in the mechan- 
ics of the air passage brought about by the foreign 
body plus the pathological changes in the immedi- 
ate vicinity and in the distal ramifications of the 
bronchi. There is, first, some degree of obstruction; 
second, a greater or less accumulation of exudate; 
third, a change incident to infection; and fourth, dis- 
placement with malfunction of the viscera due to 
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changes in the shape, size, and function of the 
afiected lung. 

In the vast majority of cases expiration is affected 
more than inspiration. As a result there is obstruc- 
tive emphysema. This must be differentiated from 
compensatory emphysema. Manges describes the 
shadow of the exudate from the oedematous inflam- 
mation and the shadow of infection caused by the 
foreign body. 

An exposure should be made at full inspiration 
and another at the end of expiration. This is difficult 
in children because of their apprehension and air 
hunger. If the foreign body and the oedema of the 
mucous membrane obliterate a considerable portion 
of the trachea, both lungs will show signs of obstruc- 
tive emphysema. The appearance of air hunger is 
noted. The diaphragm on both sides is always lower 
at expiration than at inspiration. The heart assumes 
amore vertical position at expiration than at inspira- 
tion. If the foreign body in the trachea is of such 
shape or size that it does not obstruct a large portion 
of the lumen, there are no dependable signs. 

Manges emphasizes the importance of making 
repeated examinations, and discusses briefly the 
mechanics of obstructive emphysema. The condi- 
tion known as “drowned lung” he finds difficult to 
explain satisfactorily. In cases in which the foreign 
body causes complete obstruction in the lumen of the 
bronchus the residual air distal to the obstruction 
becomes absorbed rather rapidly and there is col- 
lapse of the distal portion of the lung. When a con- 
siderable portion of the lung is involved there is 
rather severe dyspnea. 

In conclusion, Manges describes the fluoroscopic 
findings in a case of obstructive emphysema due to a 
peanut kernel in the right main bronchus. 

Emit C. RositsHex, M.D. 


McCrae, T.: The Diagnosis of a Foreign Body in a 
Bronchus. Surg. Clin. N. Am., 1924, iv, 16. 


There is a great difference in the immediate results 
following the aspiration of a foreign body into a 
bronchus. The symptoms and signs also vary 
greatly. The secretion which is brought up from 
the affected bronchus may pass over into the bronchi 
of the other lung and cause signs on the other side 
of the chest. If the foreign body has a ball-valve 
action, the affected portion of the lung may become 
overdistended with air. 

The author reports the histories of two cases 
illustrating some of the problems in the diagnosis. 
An error which is common, particularly when the 
object is a nut, is to regard the condition as pneu- 
monia. Emit C. RopitsHeK, M.D. 


Clerf, L. H.: Bronchoscopic Lung Mapping in 
Diseases of the Lungs. Surg. Clin. N. Am., 1924, 
iv, 104. 

Clerf calls attention to the value of bronchoscopic 
lung mapping in diseases of the lungs and reports 
a case in which a penetrating projectile was local- 
ized and a case of bronchiectasis. 


The method used was introduced by Jackson. A 
bronchoscope was passed, and powdered bismuth 
subcarbonate was introduced into the desired 
tracheobronchial tree by insufflation. 

In the cases of adults the procedure is carried out 
under local anesthesia but in the cases of children 
without anesthesia. No untoward effects have been 
observed. Only one lobe should be mapped at one 
examination. Wituram E. SHackieton, M.D. 


Lukens, R. M. Pulmonary Abscess Following Ton- 
sillectomy: A Cure by Bronchoscopic Drainage. 
Surg. Clin. N. Am., 1924, iv, 70. 


The patient wasa 23-year-old woman who had had 
a tonsillectomy under ether anesthesia six weeks 
previously. The day after the operation she had 
pain in the right side of the chest, cough with foul- 
smelling expectoration, fever, night sweats, hemop- 
tysis, and loss of weight and strength. 

Physical, X-ray, and bronchoscopic examinations 
led to a diagnosis of abscess in the lower lobe of the 
right lung. Aerobic cultures of the pus were nega- 
tive; no anaerobic cultures were made. 

The last bronchoscopic examination, made four 
months after the first, showed the tracheobronchial 
tree and its secretions to be perfectly normal. 

An interesting feature of this case was the rapid- 
ity of the development of the pulmonary symptoms. 
This suggested that they were of embolic origin, 
but blood-streaked sputum, one of the cardinal 
signs of pulmonary embolism, was absent until late. 
Another indication that the abscess was not of 
embolic origin was the absence of marked destruc- 
tion of tissue as evidenced by the X-ray and the 
rapid clearing up of the lesion. 

Both the physical and the roentgen-ray examina- 
tion revealed definite evidence of disease in the right 
lower lobe, but did not rule out involvement of the 
middle lobe. Bronchoscopy, however, showed that 
the pus was issuing only from an upper and outer 
branch of the right lower lobe bronchus. ‘This 
finding was in agreement with physical signs in the 
axillary region extending posteriorly to the region 
of the scapula. 

The treatment consisted in regulation of the diet, 
rest, postural measures, and bronchoscopic drain- 
age. No vaccine was used because it was impossible 
to obtain a culture. 

The bronchoscopic treatment consisted simply in 
removal of the pus by suction and the injection into 
the abscessed area of 5-c.cm. doses of a 20 per cent 
solution of gomenol in mineral oil. While the 
quantities of oil injected were fairly large, there were 
no evidences of bronchopneumonia, minute abscess 
formation, or spread of the infection. 

Prompt and complete recovery resulted. 

Car R. STEINKE, M.D. 


Moore, W. F.: Bronchiectasis and Pulmonary 
Abscess. Surg. Clin. N. Am., 1924, iv, 87. 


The first case reported was a case of general 
pulmonary suppuration with bronchiectasis in a 
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child 7 years ofjage who had a history of whooping 
cough, measles, congestion of the lungs, and in- 
fluenza. Bronchoscopy showed a large quantity of 
pus welling up from both main stem bronchi. This 
was aspirated. At subsequent bronchoscopic ex- 
aminations the suppurating areas were located in 
both lungs. In a period of sixteen months sixty- 
two bronchoscopic treatments were given. These 
consisted in the aspiration of pus followed by irriga- 
tion with a solution containing 2 gr. of picric acid 
and 7 drops of Lugol’s solution in 1 pt. of normal 
saline solution. 

As the patient became accustomed to the treat- 
ment the amount of morphine given was gradually 
reduced, the drug finally being discontinued. The 
bronchi draining the right side of the chest ceased to 
drain pus, and gradually the focus became localized 
to the left lower lobe. As the result of the bron- 
choscopic treatment of the suppurative foci in the 
lungs the distressing gastric symptoms ceased en- 
tirely, but during a respite at the tenth month all 
of the symptoms became aggravated. The treat- 
ment was interrupted to permit the patient to 
accompany his family to the seashore. The child 
gained steadily from 44 to 55 lb. and is now normal 
in weight and appearance. No hospitalization was 
required at any time during the treatments. The 
child returned to his home in the afternoon of the 
day of each treatment. 

In the second case reported, that of a woman 21 
years of age, the condition was a pulmonary abscess 
following tonsillectomy. Recovery followed peroral 
bronchial aspiration and medication. This case seemed 
to afford evidence of the aggravation of tracheo- 
bronchial asthma by acute suppurative conditions 
in the lungs. While the first bronchoscopic examina- 
tion revealed involvement of only the mucous mem- 
brane of the bronchi draining the suppurating area, 
later examinations showed definite congestion and 
a spasm of the bronchial walls and the presence of a 
thick secretion which clung to the mucous mem- 
brane. After the focus of infection in the middle 
lobe of the right side had become entirely healed, 
the asthmatic attacks ceased. 

The roentgen ray showed that the healed areas 
became filled with fibrous tissue, the contraction of 
which caused the adjacent organ to assume a new 
position. 

Today, nine months after the bronchoscopic treat- 
ments were stopped, the patient remains free from 
asthmatic attacks and has successfully passed 
through a very trying pregnancy. 

Cart R. Stetnke, M.D. 


Funk, E. H.: The Relation of Bronchoscopy to the 
Treatment of Lung Suppuration. Surg. Clin. 
N. Am., 1924, iv, 27. 
The author believes that in cases in which there is 
a localized acute or chronic lung suppuration without 
a pleural complication the most valuable procedure 
is bronchoscopic drainage. The record of one of his 
cases is given. 


After noting how well the lung suppuration clears 
up after the causative foreign body has been removed 
by bronchoscopy and adequate drainage has been 
established, Funk concludes that this treatment has 
a rational basis also in cases of lung suppuration 
not due to foreign bodies. Bronchoscopy is a very 
valuable procedure in the hands of those skilled in 
its use. There is no mortality and no appreciable 
ill effect in suitable cases. Drainage is established 
by direct aspiration of infected material. However, 
bronchoscopic treatment is only supplementary to 
postural drainage, rest in bed, fresh air, a nourish- 
ing diet, the free ingestion of liquids, and the use of 
laxatives, autogenous vaccines, etc. 

In conclusion Funk says that bronchoscopy will 
not help every case, but its safety commends it to 
trial. Emit C. RopitsHek, M.D. 


C@SOPHAGUS AND MEDIASTINUM 


Tucker, G.: Retrograde sophagoscopy, Gastros- 
copy, and Duodenoscopy. Surg. Clin. N. Am., 
1924, iv, 77. 

When retrograde examination and treatment of 
the oesophagus are contemplated, gastrostomy 
should be done by a method that will permit the 
introduction of a tube in a direction to reach the 
cardia, and the wound should be allowed to heal so 
that the stomach will not become separated from its 
attachment to the abdominal wall. Proper healing 
usually requires two or three weeks. 

For the examination of the cesophagus the author 
uses the cesophagogastroscope of Jackson. Anes- 
thesia is unnecessary. 

Before the examination is begun the stomach 
must be empty. Food should be withheld for six 
hours prior to the examination, and the stomach 
lavaged before the retrograde cesophagoscope is 
introduced. The aspirating tube will remove any 
remaining fluids. 

The examination is best made with the patient in 
dorsal recumbency. A small sand-pillow placed 
under the back just below the angle of the scapula 
will lift the spine so that the hiatus will be more 
easily accessible. If it is desired to explore the upper 
oesophagus, the patient’s head and shoulders should 
project over the break in the table from the middle 
of the scapula upward. Crural tension should be 
avoided. 

The technique of cesophagostomy and gastros- 
copy is described in detail and two illustrative cases 
are reported. Cart R. M.D. 


Pancoast, H. K.: The X-Ray Diagnosis of Surgical 
Conditions of the (Esophagus. Surg. Clin. V. 
Am., 1924, iv, 34. 

In X-ray studies of the cesophagus, Pancoast has 
the patient swallow a capsule containing an opaque 
powder such as bismuth subcarbonate or barium 
sulphate. The patient then assumes: (1) the erect 
position, (2) the reverse position, and (3) an oblique 
prone position on the fluoroscopic table with the 
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right side of the chest on the table and the screen 
or the plate placed against the left scapular region. 
The left knee is flexed up to the abdomen and both 
arms are raised above the head. 

The oesophagus is usually examined for obstruc- 
tion, diverticula, and fistula. Obstruction may be 
caused by external pressure on the oesophagus pro- 
duced by aneurism (usually of the arch of the 
aorta); a neoplasm in the neck, the mediastinum, or 
a lung; enlarged glands in the mediastinum; media- 
stinal or spinal abscess; or a large dilated heart. 
Changes in the oesophageal wall may be due to 
neoplasms, benign ulceration, cicatrization of an old 
ulcer, congenital stenosis, or atresia. The author 
has found carcinoma most frequently in the lower 
third of the oesophagus. 

Early diagnosis is important. This depends upon 
X-ray and cesophagoscopic examinations. The swal- 
lowing of a liquid suspension of barium or bismuth 
will not always reveal carcinoma of the oesophagus; 
it fails especially when the lesion is in the early 
stages before obstruction has become a marked 
complication. In all cases in which the cause of 
pain cannot be found on routine examination of the 
spine and oesophagus it is important to examine the 
cesophagus with the use of the liquid suspension and 
the capsule. Not infrequently, obstruction is found 
with the use of the capsule when it is not revealed 
by other methods. 

The detection of opaque foreign bodies is com- 
paratively easy, but reliance cannot be placed en- 
tirely on the fluoroscope as small objects may be 
overlooked. Most foreign bodies wider in one dimen- 
sion than the others will be found lying transversely 
in the oesophagus. In the trachea they usually lie 
with the longest diameter in the anteroposterior 
position. After the removal of one foreign body 
it is extremely important to make a second X-ray 
examination of the case as another foreign body may 
be present. 

The presence of a non-opaque foreign body may 
be demonstrated by obstruction to the passage of 
opaque liquid or semisolid food; by the behavior of 
opaque food in the cesophagus; by giving the patient 
an opaque powder in capsule form to render the 


foreign body opaque after the capsule dissolves; and 
by the behavior of the capsule in the oesophagus. 

Care must be taken to differentiate between the 
presence of foreign bodies in the air passages and 
those in the cesophagus. 

Obstruction to swallowing may result also from 
reflex disturbances. The obstruction is always found 
at the hiatus cesophageus. There is more or less 
dilatation above, with an abrupt termination at a 
point in the lower end of the cesophagus. The 
characteristic feature of the constricted area is a 
very marked curve of the lower end of the oesophagus 
to the left in the direction of the stomach. A second 
important point is the fact that if an amount of 
food sufficient to overfill the cesophagus is given, the 
spasm will be more or less relaxed and the food will 
be seen to enter the stomach in spurts and frequently 
in very large quantities, whereas before the cesoph- 
agus is fairly well overloaded little or nothing passes 
through the point of constriction or spasm. 

The great majority of diverticula are found, 
according to Funk, in the upper portion of the 
oesophagus. 

In the examination of the oesophagus the follow- 
ing points should be borne in mind: 

1. The X-ray study of the oesophagus should 
precede the use of the cesophagoscope and the 
bougie. 

2. A careful study of the oesophagus should be 
made in every case of substernal pain. 

3. Examination of the oesophagus should never 
be regarded as complete until a capsule filled with 
bismuth will pass readily without stopping. 

Emit C. RositsHex, M.D. 


Clerf, L. H.: Atresia of the @sophagus. Surg. Clin. 
N. Am., 1924, iv, 111. 

Clerf emphasizes the dangers of peroral cesopha- 
goscopic bouginage in atresia of the oesophagus, 
especially when the closure is complete, when there 
are multiple strictures, and when pouching has taken 
place. He calls attention also to the ease with 
which retrograde bouginage may be accomplished 
and the value of the Tucker bougie in the treatment 
of atresia. Suackieton, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Vallack, A. C.: A Method of Operating upon 
Strangulated Umbilical Hernia. Med. J. Aus- 
tralia, 1924, i, 312. 


The author has devised a procedure to facilitate 
speed and minimize the dangers of operations for 
strangulated umbilical hernia. 

An elliptical incision is made around the hernia. 
If the sac is large, the incision lies upon the side of 
the hernia. Enough skin is left to permit proper 
closure without tension, and a sufficient number of 
vertical incisions are made from the primary incision 
to permit reflection of the skin from the fascia. The 
fascia is left bare for some distance in every direction. 
An incision is then made through the fascia and 
peritoneum around the neck of the sac, and the sac 
is detached from the abdominal wall in such a 
manner as to leave it attached only to the viscera. 

The sac is then lifted away, protected with towels. 
The abdominal cavity is also protected. The sac is 
opened, preferably with the scissors, and the con- 
tents are examined. If the bowel can be replaced, 
this is done, but if it is gangrenous, the involved 
portion is removed and the continuity of the intes- 
tine re-established by a lateral anastomosis. If 
possible, the fascia is repaired by overlapping it from 
above downward; otherwise, from side to side. 

This operation was performed on a woman who had 
strangulation of an enormous ventral hernia for two 
days. The sac contained strangulated large intestine, 
unstrangulated small intestine, the uterus, and 
adnexa. <A previous ventrofixation had permitted 
the peritoneum to drag the uterus with it into the 
hernia. The patient made a complete recovery. 

The author describes a simple method of deter- 
mining the viability of the intestine. If there is any 
doubt as to whether the intestine should be resected 
or replaced, he makes an incision into the muscular 
coat. If the intestine bleeds properly, he replaces it. 

He describes also an ingenious method of control- 
ling regurgitant vomiting. When the patient is fully 
anesthetized, he introduces a stomach tube into the 
stomach and fastens it to the cheek with a towel 
clamp. The end of the tube hangs over a tub. 
When the bowel contents are regurgitated into the 
stomach they are siphoned off. Vallack has used 
this method for a number of years but states that 
he did not originate it. © Harotp M. Camp, M.D. 


GASTRO-INTESTINAL TRACT 


Monod, G.: Hamatemesis ‘‘Without Lesions.”’ 
Brit. MM. J., 1924, i, 658. 


In this article are reported three cases of so-called 
gastrostaxis in which careful search at operation 
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failed to reveal a lesion which might be responsible 
for the bleeding. 

Of the various theories as to the etiology, the most 
important are those which ascribe the condition to 
disturbance of the gastric nerve supply associat- 
ed appendicitis, cholecystitis, hepatism, or gas- 
troptosis. This type of hemorrhage is rarely fatal. 
As a rule the treatment should consist in rest. Opera- 
tion should be reserved for cases in which a definite 
lesion is demonstrated by the roentgen ray. 

VERNE G. BurpDeEN, M.D. 


Burk, W.: The Surgical Treatment of Gastric and 
Duodenal Ulcer (Zur operativen Behandlung 
des Magen- und Zwoelffingerdarmgeschwuers), 
Zentralbl. f. Chir., 1923, 1, 1569. 

In spite of the numerous articles that have been 
written on gastric and duodenal ulcer, the etiology 
of these lesions is still unexplained. We have vet to 
determine also: (1) the most desirable type of 
operation for ulcer of the stomach and duodenum; 
(2) the etiology of peptic ulcer of the jejunum and 
its relationship to gastric operations; and (3) the 
end-results of the various operative procedures. 

The author reports the results of operation in 
thirty-six cases of duodenal ulcer and 109 cases of 
gastric ulcer. He draws the following conclusions: 

1. Callous ulcer of the stomach and duodenum 
should be resected, whenever possible, according to 
the Billroth II method. 

2. If resection is impossible in cases of duodenal 
ulcer, exclusion of the pylorus and resection of the 
pyloric portion of the stomach should be done. 

3. In cases of simple ulcer of the pylorus, pyloric 
resection is indicated. 

4. The von Eiselsberg method of excluding the 
pylorus should be abandoned. 

5. Gastro-enterostomy is indicated only for 
simple ulcer of the body of the stomach, unusually 
non-resectable ulcer of the lesser curvature, and 
possibly the cases of very obese persons or those 
with heart disease. 

6. Peptic ulcer of the jejunum should be treated 
by removing the ulcer-bearing area of the small 
intestine and the adjacent portion of the stomach. 
If exclusion of the pylorus was done at the first 
operation the remaining portion of the pylorus and 
the primary ulcer must also be removed. 

DENcKS (Z). 


Galpern, J.: The Results of Operations on the 
Stomach for Ulcer and Other Conditions, 1908- 
1922 (Resultate der Magenoperationen wegen Ulcus 
usw. 1908-1922). Arch. f. klin. Chir., 1923, cxxv. 80- 

The author reviews a series of 508 cases including 

108 cases of pyloric ulcer, 215 of extrapyloric ulcer, 
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and ninety-three of duodenal ulcer. Peptic ulcer of 
the jejunum occurred five times. The relative fre- 
quency of gastric ulcer to duodenal ulcer was 4:1. 

Operation was performed only in cases that were 
refractory to internal treatment. Cases of old 
callous ulcers, stenosis, and perforation were, of 
course, operated on at once. There were 480 pos- 
terior gastro-enterostomies with a short loop. Of 
the twenty-four deaths, only eighteen (3.75 per 
cent) could be attributed to the operation. In 
fifteen cases the ulcer perforated before operation; 
six of these, in which suture and drainage were used, 
were fatal. Of the nine in which a simultaneous 
anastomosis was done, only three were fatal. 

Of fifty-one operations for ulcer at the pylorus. 
the final results were excellent in thirty-three and 
good in six. Therefore good results were obtained 
in 75 per cent of the cases. 

There were 115 operations for extrapyloric ulcer. 
The results were excellent in seventy-four cases and 
the condition was considerably improved in twelve. 
Therefore a good result was obtained in 74.7 per 
cent. 

In fifty-two cases of operation for duodenal ulcer 
the results were excellent in thirty-six and good in 
six. Therefore the results were good in 78.7 per 
cent. 

Poor results following a gastro-enterostomy are to 
be attributed to the formation of a new ulcer. Gal- 
pern resects only when he suspects carcinoma and 
when a gastro-enterostomy has proved unsuccessful. 
In the entire series of cases he performed a resection 
only thirty-two times. Of fifteen patients sub- 
jected to this operation for peptic ulcer of the small 
intestine, six died. In seventeen cases of resection 
for gastric ulcer there were two deaths. Of eight 
patients re-examined subsequently four showed 
good results and four showed poor results. 

BERGMANN (Z). 


Shallow, T. A.: Gastrostomy: An Improved Tech- 
nique. Surg. Clin. N. Am., 1924, iv, 114. 

Shallow reports a series of eighty cases of gastros- 
tomy studied by him on DaCosta’s service at the 
Jefferson Hospital, Philadelphia. 

The advantages and disadvantages of the various 
operations for gastrostomy are discussed. For an 
ideal result the fistulous tract must be at right angles 
to the abdominal wall in order that the opening in 
the stomach will correspond to the opening in the 
abdominal wall. The opening must be large enough 
to permit retrograde cesophagoscopy within three 
weeks without causing hemorrhage or leakage into 
the peritoneal cavity. The tract must be kept 
patent by the retention tube. Closure should take 
og without the necessity for a secondary opera- 
ion. 

The author’s operation combines the desirable 
features of the Kader and Senn operations. 

Operation should be performed early, before the 
Patient becomes greatly weakened. 

E. SHACKLETON, M.D. 


Delore, X., Michon, L., and Pollosson, E.: Cicatri- 
cial Obliteration of the Gastro-Enterostomy 
Openings (De l’obliteration cicatricielle des bou- 
ches de gastro-entéro-anastomose). Rev. de chir., 
Par., 1924, xlii, 79. 


The authors report nine cases in which the open- 
ing made at gastro-enterostomy became obliterated 
by a cicatricial process in the absence of neoplastic 
or ulcerative changes. 

It is generally assumed that the opening of a 
gastro-enterostomy becomes obliterated when the 
pylorus becomes permeable, but many secondary 
operations have shown that it may become closed 
before pyloric permeability is re established. 

In the authors’ opinion the cause of cicatricial 
obliteration is to be found in the inflammatory le- 
sions involving all the strata of the stomach, which 
are frequently found in the course of operation. 
Most important of these are the inflammatory le- 
sions of the muscular tissue. The authors believe 
that the lesions producing cicatricial obliteration of 
a gastro-enterostomy and those producing peptic 
ulcer about the gastro-enterostomy opening differ 
only in degree. 

The symptoms of closure of a gastro-enterostomy 
opening generally appear about three months after 
the operation. This differentiates them from those 
of gastrojejunal ulcer which usually are not noted 
until after a period of years. In cases of cancer, 
the symptoms are often mistaken for those of re- 
currence and spread of the neoplasm. 

At a second laparotomy it is essential first to 
locate the site of the anastomotic opening. Some- 
times this will be difficult or impossible. In such 
cases a retrocolic or precolic anterior gastro-enter- 
ostomy with a large opening should be established. 
When the old opening has been completely closed it 
is best to form a new transmesocolic posterior open- 
ing. 

When the opening is found still in the process of 
obliteration the authors dissect out the stomach 
and intestine, open the orifice at one side with the 
scissors, make a slit about 3 or 4 cm. in length in the 
gastric wall and intestine, and suture the stomach 
and intestine together in three planes. This pro- 
cedure is a simple lateral enlargement of the open- 
ing which preserves the permeable segment of the 
previous opening. W. A. BRENNAN. 


Behrend, M.: Variability of the Symptoms and 
Pathology of Acute Intestinal Obstruction. 
Surg. Clin. N. Am., 1924, iv, 163. 

To illustrate the variability of the symptoms and 
pathology of intestinal obstruction the author re- 
ports five cases. 

Case 1 was a case of volvulus of the intestine in a 
robust man 65 years of age who had had marked 
constipation for years and suffered a sudden attack 
of abdominal pain and vomiting. The day after 
the attack there was recession of the symptoms and 
on palpation the abdomen seemed normal. The 
bowels had moved and flatus had been passed. The 
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following day the abdomen again became tense, 
there was no bowel movement, and the pulse rate 
increased slightly. The history suggested carcinoma 
of the sigmoid, diverticulitis, and volvulus; a 
definite diagnosis was impossible. 

When the abdomen was opened, the descending 
colon was found completely twisted on itself and 
distended above and below the constriction. On 
the insertion of a rectal tube beyond this point, a 
large amount of flatus and fecal matter was expelled. 
The patient made a good recovery. 

In the second case reported the condition was 
thrombosis of the superior mesenteric artery. The 
patient was a woman 42 years of age who had 
suffered with asthma for eighteen years. She was 
admitted to the hospital complaining of pain, dis- 
tention of the abdomen, and intestinal stasis. There 
was no vomiting. 

Operation was performed under local anesthesia 
four days after the beginning of the intestinal ob- 
struction. The delay was due to the patient’s poor 
general condition resulting from the respiratory 
embarrassment caused by the asthma. Throm- 
bosis of the mesenteric artery and massive gangrene 
of the ileum were found. Following the removal of 
30 in. of gut, the continuity of the intestine was 
re-established by end-to-end anastomosis and the 
wound closed without drainage. The patient made 
an uneventful recovery. 

Case 3 was a case of diaphragmatic hernia with 
intestinal obstruction in a child 7 years old. Five 
months before the patient was seen by the author 
he was operated upon for empyema complicating 
measles, and two weeks previously he was seized 
with severe pain in the epigastric region. The con- 
dition improved after evacuation of the bowels by 
means of a cathartic, but a few days later there was 
an attack of severe abdominal pain accompanied by 
the vomiting of a material which at first was whit- 
ish and later brown and green. Operation was ad- 
vised but the parents refused. Physical examination 
revealed a scaphoid abdomen and marked lack of 
muscle tone. The diagnosis was made by means of 
the roentgen ray. The portion of the stomach which 
lay within the chest wall showed six-hour retention 
of barium. 

The first operation was performed under local 
anesthesia six days after the patient’s admission 
to the hospital. This disclosed that the stomach, 
transverse colon, and great omentum had been 
drawn through a circular rent in the diaphragm 
about 114 in. in diameter and to the left of the 
median line. The colon and the stomach were 
brought down to their normal position by traction 
on the great omentum and the rent in the diaphragm 
was closed. 

After the operation the vomiting ceased. Con- 
valescence was slow but uneventful for several days. 
On the fifth day, vomiting recurred but was re- 
lieved by gastric lavage. 

At a second operation, performed because it was 
thought that a piece of the omentum might have 
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gone through the diaphragm, an omental band was 
found wrapped around a portion of the ileum and 
almost completely closing its lumen. The patient 
recovered. 

The fourth case was a case of acute intestinal 
obstruction due to a gall stone in the ileum. The 
patient, a woman 48 years old, had been ill for two 
days before the author was called in consultation. 
She complained of pain in the abdomen, which was 
particularly intense in the right iliac fossa. A diag- 
nosis of acute appendicitis had been made. 

At operation, which was performed immediately 
under nitrous oxide-oxygen anesthesia, a large 
quantity of odorless fluid escaped. The appendix 
showed chronic inflammation, but its condition was 
not sufficiently serious to account for the symptoms. 
The stomach and gall blader were normal. The 
intestines were examined because of the marked dis- 
tention of their walls. At about the center of the 
ileum the small intestine was collapsed and _pre- 
sented a smooth, oval, hard mass the size of a wal- 
nut. Incision over the mass proved it to be a large 
gallstone. The intestine was sutured in the opposite 
direction to the incision in the ileum and the abdo- 
men closed in the usual manner. 

Death occurred several hours later, but was 
believed due to a heat stroke caused by the high 
temperature of the June night on which the opera- 
tion was performed. 

In the fifth case, that of a newborn infant, there 
was congenital absence of the ileum. Vomiting 
occurred immediately after birth. The abdomen 
was markedly distended. Palpation was followed 
by rigidity, and constipation was very evident. The 
nature of the condition was discovered at operation 
performed three days after birth. The infant died a 
few hours later. : Dan MELLEN, M.D. 


Bonniot: The Action of Spinal Anzsthesia in the 
Course of Intestinal Obstruction (De l’action de 
Vanesthésie rachidienne au cours de Jl’occlusion 
intestinale). Lyon chir., 1924, xxi, 70. 


A 68-year-old woman, operated upon eight years 
previously for a strangulated crural hernia on the 
right side, experienced several mild attacks of in- 
testinal obstruction and five days before her admis- 
sion to the hospital developed complete intestinal 
obstruction. As the marked distention of the ab- 
domen contra-indicated exploratory laparotomy, 
immediate cacostomy was advised. Within a min- 
ute after the injection of the anesthetic between 
the third and fourth lumbar vertebre and _ the 
removal of 10 c.cm. of cerebrospinal fluid, a diar- 
rhoeic evacuation of feces and gas began and very 
active peristaltic contractions were seen extending 
from the right iliac fossa along the ascending and 
transverse colon. In a few minutes the abdomen 
was completely flat and soft. Operation was there- 
fore deferred. 

The following day, after a period in which the 
general condition remained good, a median sub- 
umbilical laparotomy was done under local anes 
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thesia because of the recurrence of slight distention. 
The small intestine showed markedly distended and 
contracted segments. Two omental bands con- 
stricted the transverse colon without completely 
obstructing it, and at the site of the old strangulated 
hernia were tendon-like tags drawing the transverse 
colon down. These were released. No other cause 
of obstruction was found. The caecum was fastened 
in a small iliac incision on the right side because it 
was thought that the performance of a cecostomy 
might be necessary later. The patient made a com- 
plete recovery. 

A second case reported was that of a man with 
cancer of the left colon and complete intestinal 
obstruction. As in the first case, spinal anesthesia 
in a few minutes caused evacuation of the intestines 
and operation was deferred until a more favorable 
time. 

Cotte has observed violent peristaltic contrac- 
tions in more than too cases of spinal anesthesia. 
In cases of cesarean section in which this type of 
anesthesia was used the uterus appeared to contract 
rapidly after the operation and there was little 
hemorrhage. 

Bonniot suggests that the influence of spinal 
anesthesia may be explained by the assumption 
that it suppresses the causative intestinal spasm or 
dissociates the medullary and ganglionic centers of 
intestinal movement by paralyzing the sympathetic 
fibers at the joint where they emerge from the lum- 
bar cord. 

As indications for its use, Cotte mentions: (1) 
cases of postoperative intestinal paralysis associat - 
ed with attenuated peritoneal infections in which 
evacuation of feces and gas is difficult and fistul- 
ization is considered, and (2) cases in which the 
formation of an artificial anus is considered. 

If spinal anesthesia is ineffectual, operation is 
not retarded, and if it is effective, an emergency 
operation is rendered unnecessary. 

Wa ter C. Burket, M.D. 


Peple, W. L.: Intussusception: Report of an 
Unusual Case. Virginia M. Month., 1924, li, 42. 


A white, male child, previously well, was operated 
upon five days after the onset of typical symptoms 
of intussusception. A sausage-shaped tumor was 
felt in the left lower quadrant of the abdomen. 

At operation, which was done under local an- 
asthesia, the mass was found to be an intussus- 
ception of the ileum into the caecum, the transverse, 
and the descending colon. This was reduced. Its 
starting point was a small tumor about 3 in. long 
which was attached to the inner wall of the ileum 
about 2 ft. above the ileocecal valve. This ap- 
peared to be an inverted diverticulum with a lumen 
the size of a slate pencil. At its tip was a firm mass. 
The tumor was excised at its base and the opening 
sutured transversely. 

The patient died of shock a few hours later. The 
Mass at the tip of the diverticulum proved to be 
pancreatic tissue. STANLEY J. SEEGER, M.D. 
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Nitch, C. A. R.: Cystic Pneumatosis of the Intes- 
tinal Tract. Brit. J. Surg., 1924, xi, 714. 

This article is based on two cases coming under 
the author’s observation. The full name of the rare 
pathological condition under discussion is “pneu- 
matosis cystoides intestini hominis.” 

CasE 1 was that of a man aged 48 years who had 
suffered for fifteen years with epigastric pain and 
belching following the ingestion of food, which was 
relieved only by vomiting. A physician made a 
diagnosis of pyloric stenosis secondary to ulcer. The 
patient refused operation but consented to daily 
gastric lavage and performed it himself for six years. 
The lavage gave him relief, but he lost considerable 
weight. He entered the hospital for operation in 
June, 1918. 

Laparotomy revealed extreme pyloric stenosis. A 
posterior no-loop gastrojejunostomy was done. A 
coil of small bowel studded with grayish-white 
elevations presented in the wound. The elevations 
proved to be multilocular subperitoneal cysts vary- 
ing in size from that of a pin to that of a pea. When 
one of these cysts was punctured the contents were 
found to be gaseous. The entire small bowel except 
the first 12 in. of the jejunum and the distal 12 in. of- 
the ileum was affected. The gas cysts were present 
also in the transverse mesocolon at the base of the 
appendices epiploica. Recovery was uneventful, and 
the patient rapidly regained his lost weight. 

CasE 2 was that of a woman 40 years of age. 
Twelve days before she consulted the author the 
patient had been seized with acute colicky pains in 
the right iliac fossa. The pain recurred a week later. 
There was slight constipation but no vomiting. 
Physical examination revealed a tender, elongated 
swelling in the right iliac fossa, which stiffened and 
softened every few minutes and suggested an intus- 
susception. The temperature and pulse were normal. 

At operation, the walls of the caecum and ascend 
ing colon were found inflamed, thickened, and crep- 
itant on pressure. In the surrounding connective 
tissue and in some of the appendices epiploice were 
beads of gas. The distal ileum and the appendix 
were not involved. In the mesentery of the ileum 
were several calcified tuberculous glands. The distal 
6 in. of the ileum and the cecum, the ascending 
colon, and one-third of the transverse colon were 
excised, the lumen of the bowel being restored by 
lateral ileocolostomy. The patient made a rapid 
recovery and has remained well to date. 

The specimen from the second case is now in the 
Museum of the Royal College of Surgeons. Histo- 
logical examination showed that the connective 
tissue and fat about the cecum and ascending colon 
contained a large number of gas bubbles. The walls 
of the cecum were thickened throughout from sub- 
mucous emphysema, and the mucous membrane of 
the ascending colon was raised in prominent eleva- 
tions. The elevations were so prominent and were 
interdigitated so compactly that they blocked the 
lumen of the large bowel. No ulcer was found in the 
bowel to account for the effusion of gas. Therefore 
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the emphysema must be ascribed to an infection of 
the wall of the cecum by a gas-producing bacillus. 
However, the presence of such an organism could 
not be demonstrated in the exudate or cells. It is 
probable that a subacute infection involved the sub- 
mucosa and muscularis. 

The author has been able to find only eighty-five 
cases of cystic pneumatosis reported in the literature. 
The earliest description was made in 1737. In about 
two-thirds of the cases the condition was found at 
operation. An analogous condition termed ‘“‘in- 
testinal emphysema” occurs in swine, chiefly about 
the rectum. The author believes this to be of bac- 
terial origin. 

Of the eighty-five cases of cystic pneumatosis re- 
ported in the literature, the lesion was found at 
autopsy in twenty-nine, and in nine of these (31 per 
cent) death was due to complications of ulcer of the 
stomach or duodenum. In thirty-four (65 per cent) 
of the fifty-two cases in which the condition was 
discovered at laparotomy an ulcer was found. Ac- 
cordingly, in 50 per cent of all reported cases the 
condition was associated with duodenal or gastric 
ulcer. In 83 per cent of these there was obstruction. 
Other less common co-existing lesions are cancer, 
tuberculous enteritis, and gastro-enteritis. There- 
fore it seems clear that some form of obstruction of 
the gastro-intestinal canal accounts for a large num- 
ber of cases. The condition occurs about three 
times as frequently in males as in females, and is 
most common in the fourth and fifth decades. 

The cysts are usually situated in the distal ileum 
and the large bowel. They may be diffusely dis- 
seminated or collected in small isolated masses. Bac- 
teria have rarely been seen in them or cultivated 
from them. Postmortem cultures have shown chief- 
ly the bacillus coli or bacillus aerogenes. 

The theories which ascribe the condition to bac- 
terial action or mechanical forces seem to explain its 
pathology best. It is probable that the air is forced 
into the intestinal walls through an abrasion in the 
mucosa, and then enters the network of lymphatics 
and travels along the intestine. Cyst formation is 
due directly to an obliterating endolymphangeitis. 
The association of cystic pneumatosis with an ulcer 
in 50 per cent of the cases and with an obstructive 
lesion in 70 per cent seems to prove that the mechan- 
ical theory is correct. 

The symptoms are usually those due to the ulcer 
or associated intestinal obstruction. The treatment 
consists in attention to the ulcer or relief of the 
obstruction. It is perhaps best not to disturb the 
cysts; certainly it is unwise to puncture them. In 
some cases in which the obstruction is due directly 
to the cysts, resection of the portion of intestine 
involved becomes necessary, as in the author’s case. 
The author’s first case was due probably to mechan- 
ical factors and the second to micro-organisms. 

The article is supplemented by a tabulated list of 
the eighty-five recorded cases of cystic pneumatosis 
and an extensive bibliography. The illustrations are 
very good. Joun W. Nuzum, M.D. 


Brown, P. W.: Tuberculomata of the Bowel. §1;;. 
Clin. N. Am., 1924, iv, 369. : 


This article is based upon a review of the thirty. 
two cases of hyperplastic tuberculosis of the bowel 
(tuberculomata) observed at the Mayo Clinic dur. 
ing the past five years. 

Tuberculomata of the intestinal tract are localized 
manifestations of tuberculosis and, by virtue of 
their localization, present a difficult problem in the 
differential diagnosis. 

Distinguishing tuberculoma from carcinoma are 
the average age at which the symptoms appear and 
their average duration, but a definite diagnosis is 
sometimes impossible, particularly in the cases of 
older persons. 

Intestinal tuberculosis may be primary. Of the 
cases reviewed, 30 per cent appeared to be of this 
type. As the lesions may arise from infection con- 
veyed by tuberculous meat and milk, greater efforts 
to exterminate bovine tuberculosis are necessary. 
lleocecal tuberculomata may be easily removed by 
operative procedures. When the lesions are present 
also in the small bowel, or when they are confined to 
the small bowel, the chance for cure by surgical 
measures is much less favorable. 

The advisability of exploration often depends on 
the presence and extent of tuberculosis elsewhere. 
In certain cases surgery becomes urgent because of 
obstruction. 

In two cases of tuberculomata of the small bowel 
neo-arsphenamin was tried. In one, apparently 
complete recovery resulted, but in the other there 
was no appreciable change in the condition. 


Craig, W. McK.: The Lymph Glands in Carcinoma 
of the Small Intestines: A Review of the Con- 
dition of the Glands in Carcinoma of the 
Gastro-Intestinal Tract. Surg., Gynec. & Obsl., 
1924, XXXVili, 479. 

During the last fifteen years, operation has been 
performed at the Mayo Clinic in 4,684 cases of 
gastro-intestinal carcinoma, and the condition has 
been verified pathologically. Thirty-six of the 
carcinomata were in the small intestine. The inci- 
dence of regional glandular involvement was inves- 
tigated and compared with that in other portions of 
the tract. 

The investigation of the glandular involvement o/ 
the remainder of the alimentary tract showed that 
in the stomach the incidence was 52 per cent, in the 
large intestine 37 per cent, in the cecum 32 per cent, 
and in the rectum 47 per cent, as contrasted with an 
incidence of 66 per cent in the small intestine. Cases 
of carcinoma occurring in the duodenum, jejunum, 
and ileum were considered separately from the stand- 
point of operability and prognosis as evidenced by the 
growth and the amount of glandular involvement. 

There were six cases of primary carcinoma of the 
duodenum. The glands were studied in four which 
showed marked involvement. One of these cases. 
a case of malignant papilloma, was that of a patient 
who lived two years after operation. 
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In eleven of twelve cases of primary carcinoma 
in the jejunum, carcinoma was found in the regional 
glands. In the case of an inoperable growth which 
had involved all of the glands, a palliative anasto- 
mosis was made around the growth; the patient 
lived two years. In the cases in which resection was 
performed the operative mortality was high. 

Eight cases of primary carcinoma in the ileum 
lowered the mortality and decreased the incidence 
of glandular involvement, since only two cases 
showed carcinomatous glands and the maximal 
survival was fourteen years. 

There were also ten cases which were listed as 
indeterminate or secondary to carcinoma of other 
viscera. Only two cases are of special interest. One 
was that of a woman who had had inoperable epi- 
thelioma of the cervix and later developed symp- 
toms of obstruction. At operation a gland removed 
for diagnosis showed the microscopic picture of 
epithelioma. The other case also showed the symp- 
toms of intestinal obstruction, and in the jejunum 
were multiple growths which had metastasized to 
the regional glands. A gland removed for diagnosis 
showed typical melano-epithelioma. The history 
of the removal of a mole three months previous to 
the onset of symptoms was elicited. 

Carcinoma of the small intestine may be of pri- 
' mary or secondary origin. Both types may cause 
obstruction. Involvement of the regional lymph 
glands was higher than elsewhere in the gastro- 
intestinal tract, occurring in 66 per cent of the 
cases. From the standpoint of the prognosis, the 
jejunum is the most favorable location for malig- 
nancy; it is also the region most commonly involved. 
Adenocarcinoma was present in all cases of primary 
malignancy. The possibility of a secondary neo- 
plasm must be ruled out by microscopic examination 
of the growth or the involved glands. 


Akerlund, A.: The Roentgen Diagnosis of Duodenal 
Ulcer with Regard to the Local “‘Direct’’ Roent- 
gen Signs (Die Roentgendiagnostik des Ulcus 
duodeni mit Hinsicht auf die lokalen “‘direkten’”’ 
Roentgensymptome). Mitt. a. d. Grenzgeb. d. Med. u. 
Chir., 1923, XXXVi, 577. 

For the examination of a duodenal ulcer the duo- 
denal bulbus must be filled as completely as possible 
and the opaque material should be retained in the 
bulbus as long as possible, the bulbus must be X- 
rayed from various directions and in various posi- 
tions of the body, and several exposures must be 
made from the most favorable angles of projection. 

Three 18-by 24-in. plates will suffice for twelve 
pictures. Good filling is obtained by the adminis- 
tration of a barium mixture of creamy consistency 
followed immediately by forceful manual expression 
of the contents of the stomach. The patient may lie 
on his right side or on his abdomen or in a position 
midway between these two. The lower portion of 
the duodenum may be blocked by means of a truss 
-e gg air compression in the region of the 
ulbus. 
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The erect position is the best. Often it is necessary 
for the patient to rotate the trunk to the left. In 
the cases of fat persons good pictures of the duodenal 
bulbus may be obtained in the lateral position with 
the sinistrodextral projection. Every patient should 
be examined with the fluoroscope in the erect, ab- 
dominal, dorsal, and various oblique positions. A 
quick and convenient method of obtaining on the 
permanent plate the picture obtained on the fluoro- 
scopic screen is to take four pictures in immediate 
sequence on one plate. The author makes four ex- 
posures of 0.4 to 0.5 second at intervals of one-half 
minute. 

The diagnosis of ulcer is based chiefly on the 
deformities caused by the lesion. Every open ulcer 
that has penetrated the deeper layers of the wall 
produces an alteration in the shape of the shadow 
cast by the contrast meal filling the duodenal bulbus. 
A negative diagnosis should be made only after a 
careful study of roentgen pictures of the bulbus in 
various projections and several series. The follow- 
ing deformities warrant a diagnosis of duodenal 
ulcer: 

1. An ulcer niche caused by the ulcer crater. This 
is found in about 60 per cent of cases. A negative 
finding from external inspection and palpation of 
the duodenum on laparotomy is no proof of the 
absence of an ulcer; under such conditions even a 
large ulcer may be present. A niche in the duodenal 
bulbus is most commonly found in the outline of the 
lesser curvature. Frequently it is seen as a bulging 
of the outline of the bulbus; more rarely, as a denser 
fleck in an otherwise normal or altered bultus shadow. 
As a typical ulcer deformity the author designates 
an ulcer niche and retraction on the side of the 
lesser curvature and a circular contraction on the 
side of the greater curvature (a miniature of ulcer of 
the stomach). 

2. A bulbus defect such as local contraction and 
narrowing of the shadow. This is most common and 
pronounced on the lateral contour of the bulbus, 
where it is mostly a spastic condition and varies in 
form. On the side of the lesser curvature it is less 
distinct, more stable, and usually due to an organic 
cause. 

3. Retraction of the bulbus, which consists in 
flattening in a longitudinal direction and shortening 
of the normally bulging contour. This is almost 
always located on the medial side of the bulbus and 
may be caused by spastic or organic conditions. 
The retraction may cause an excentric and wide- 
open pyloric lumen. 

4. The ulcer diverticulum, a pouch-shaped bulg- 
ing in the duodenal wall near the point at which 
ulcer is most common. 

Persisting contrast flecks are not a certain indica- 
tion of ulcer, as they may arise from other causes. 
Other alterations in the shape of the shadow of the 
cap are of secondary importance. 

Pathognomonic of duodenal ulcer are a niche in the 
bulbus, a spastic defect on its lateral contour, and 
retraction on its medial contour. An excentric, 
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wide-open pylorus, an asymmetrical bulbus, a 
marked diverticulum at the base of the bulbus, and 
an insolated, constant, marked bulbus defect sug- 
gest ulcer. 

Enlargement of the gall bladder often causes a 
wide impression on the bulbus, and pericholecystitic 
adhesions occasionally cause bulbus defects. New 
growths, such as papillomata and polypi, on the 
bulbus generally give typical pictures in the form 
of rounded, but sometimes ragged, filling defects in 
a bulbus otherwise without deformity. 

From the study of the bulbus as described the 
author made a correct roentgen diagnosis of duo- 
denal ulcer in 60 per cent of his cases, a correct prob- 
able diagnosis in 20 per cent, and an incorrect diag- 
nosis in 5.6 per cent. HELLER (Z). 


Baggio, G.: The Effect of Resection of the Pylorus 
on the Formation of Jejunal Ulcer (L’influenza 
della resezione della pars pilorica sulla produzione 
dellV’ulcera digiunale). Ann. ital. di chir., 1923, ii, 
1044. 

In experiments on dogs it was found that exclu- 
sion of the pylorus was followed constantly by a 
peptic ulcer in the descending loop of the gastro- 
enteric anastomosis. Three of the animals died 
within the first five days following separation of the 
sutures. Four survived for from eight to sixty days 
but all died ultimately with true peptic ulcer. 

Baggio concluded that the ulcers were due to the 
action of the gastric juice coming from the excluded 
stomach. To verify this hypothesis he conducted a 
series of experiments in which he resected the pyloric 
part of the stomach. Thirteen of twenty-two dogs 


died within the first six days but in no case was 
there a peptic ulcer or separation of the sutures. 
W. A. BRENNAN. 


Silvan, C.: Peptic Ulcer of the Jejunum Following 
Pyloric Exclusion (Intorno all’ulcera peptica del 
digiuno consecutiva all’esclusione pilorica). Arch. 
ital. di chir., 1923, viii, 401. 

The first to devise and practice pyloric exclusion 
was Kumner. Since his day the procedure has been 
variously modified, the pylorus now being excluded 
by section, by invagination, and by ligation. Silvan 
advocates sectioning according to the method of 
von Eiselsberg as he believes this procedure is less 
apt than others to be followed by unfavorable 
sequel such as gastric disturbances and jejunal ulcer. 

Gelos maintains that symptoms following pyloric 
exclusion are a late development. Silvan does not 
agree with him. If, as Keppich assumes, the forma- 
tion of a jejunal ulcer is due to the reflex influence 
of the prepyloric region or the acid secreted in the 
fundus of the stomach, the lesion will be formed and 
its symptoms will be manifested soon after opera- 
tion. It is not probable that a jejunal ulcer would 
fail to cause symptoms until it was about to per- 
forate. 

According to Borezeki, pyloric exclusion is indi- 
cated in those cases of duodenal ulcer in which a 
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simple gastro-enterostomy is not sufficient and 
complete resection of the pylorus is impractical. In 
the opinion of Borezeki, Keppich, and others, ulcer 
of the jejunum does not follow pyloric exclusion. 
Mord] states that none of the recognized types of 
gastro-enterostomy will prevent subsequent jejunal 
ulceration as the latter is invariably secondary to 
gastric or duodenal ulcer. Even the most radical 
operation such as complete resection will not pre- 
vent involvement of the jejunum in all cases. Je- 
junal ulcer may develop after any type of gastro- 
enterostomy provided free hydrochloric acid _per- 
sists. Gastro-enterostomy performed in cases of 
pyloric stenosis, like gastro-enterostomy combined 
with pyloric resection, may be followed by peptic 
ulcer because non-neutralized acid comes into con- 
tact with a mucosa unprepared for its action. There- 
fore the danger of ulcer is greater in cases of hyper- 
chlorhydria than in cases of hypochlorhydria or 
normal acidity. 

The author advocates a wide posterior retrocolic 
anastomosis. This must not be made very close to 
the greater curvature as it is essential for the gastric 
contents to remain sufficiently long in the stomach 
for their acid strength to diminish and for the pro- 
duction of the pancreaticoduodenal juices which 
neutralize acidity and thus protect the jejunal 
mucosa. James V. Ricci, M.D. 


Dudgeon, L. S., and Mitchiner, P. H.: The Bac- 
teriological and Pathological Examination of 
the Vermiform Appendix in the First Thirty 
Hours of Acute Appendicitis: With Special 
Reference to the Presence of ‘‘Fats”’ in the 
Wall of the Appendix and Lymphoid Tissue. 
Brit. J. Surg., 1924, xi, 676. 

Twenty-five appendices were examined by the 
authors. The blood was examined and in eleven 
of thirteen cases in which the findings were positive 
the bacteria were cultivated on bile medium. Staph- 
ylococcus albus was obtained in twelve cases and 
staphylococcus aureus in three. 

The urine was examined bacteriologically in 
eighteen cases. In three cases of acute peritonitis 
the bacillus coli was cultivated from it. 

The chief aerobic organisms isolated from the 
interior of the appendix in the first thirty hours of 
appendicitis were bacillus coli and streptococci. 
Twenty-five acute cases were investigated. The 
anaerobe, bacillus welchii, was present in four of 
these, but the organism failed to reveal its patho- 
genicity. 

Bacillus coli was not obtained by blood culture, 
and streptococci were found in only one case. 

Serological tests made with anti-colon sera and 
with the isolated strains of bacillus coli were posi- 
tive in half of the cases. 

In the contents of the appendix in one of the 
acute cases intestinal parasites were found. Con- 
cretions found in some cases consisted of fats, soaps. 
and vegetable matter. Fats were demonstrated also 
in the lumen, the mucous lining, the gland cells, the 
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lymph nodes of the appendix wall, and the lymph 
nodes draining the appendix in the quiescent cases. 

In many of the acute cases the inflammatory 
process in the submucous and muscular coats was 
much more intense than the appearance of the 
mucosa suggested, and in some of the acute cases, 
evidence of chronic appendicitis was demonstrated 
in the wall of the appendix although no previous 
history of appendicitis was obtained. 

In the chronic cases, and in the acute cases with 
evidence of previous inflammation in the appendix 
wall, the fibrosis involved the muscular coat and 
the latter was extensively disorganized. 

Howarp A, McKnicut, M.D. 


Savariaud: The Treatment of Cancer of the Rec- 
tum (Traitement du cancer du rectum). Bull. et 
mém. Soc. nat. de chir. de Par., 1924, 1, 79- 


For the treatment of rectal cancer Savariaud 
advocates the use of the coccyperineal route with 
preservation of the sphincters and levator as superior 
to the abdominoperineal route. The statistics of 
his operations are summarized as follows: 


Operations for Cancer of the Rectum 


| 
No. 

| 


| Cancer of anus propa- 
gated to rectum 
| Perineo-abdom- 
| inal, 1 


Condition Operation Results | Remarks 


Recov- 


ery 
Death 


4 Perineal, 3 


6) Cancer of subperitoneal) Perineal, with Recov- 

portion of ampulla preservation ery 
of sphincters, 
5 


I recent; 


Perineo-abdom- 
inal, 1 


3 Cancer of  intraperito-| Perineal, with 
neal part of ampulla preservation of 
sphincters, 2 


Perineal-abdom- 
inal with 
ervation o 


| 
sphincters, 1 | 
| 


Abdominal, 1 Recov- | Survival 
ery for 514 


years. 


1 Rectosigmoidal cancer 


The only death in the fourteen operations followed 
an urgent perineo-abdominal operation. 

Savariaud reviews from the literature fifty-two 
cases in which there were forty-seven recoveries 
and five deaths. 

The long survival in many cases demonstrates 
that preservation of the sphincters does not pre- 
dispose to recurrence or raise the mortality. 

Savariaud draws the following conclusions: 

1. The great majority of rectal cancers may be 
removed by the coccyperineal operation. 
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2. If the exploring finger cannot reach the upper 
limit of the cancer an exploratory laparotomy is 
indicated. . 

3. Whether the approach is made by the lower 
route alone or by the combined route, an effort 
should be made to preserve the sphincters, particu- 
larly if the tumor is situated high. 

4. The perineo-abdominal operation with sacri- 
fice of the sphincters is indicated only if the sphinc- 
ters are invaded by the cancer and the lesion 
extends very high. 

5. When the cancer does not extend beyond the 
point to which the examining finger can be intro- 
duced and the general condition is fair, Hartmann’s 
abdominal operation is indicated. 

W. A. BRENNAN. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Wilkie, D. P. D.: Jaundice in Its Surgical Aspects. 
Trish J. M. Sc., 1924, V, 97- 


Two types of jaundice in which surgery has a 
legitimate place are: 

1. Hemolytic jaundice. Splenectomy, which is 
indicated for all acquired forms, constitutes one of 
the triumphs of surgery. 

2. Obstructive jaundice. Many forms may be 
relieved by surgery. 

In cases of gall stone in the common duct there 
is often a decided loss of weight but sometimes no 
history of colic. 

The general appearance of the jaundice gives 
some indication as to its type. 

Hemorrhage is particularly dangerous in jaun- 
dice. Another danger is failure of liver function. 
Three pre-operative measures that have been found 
of value in the prevention of hemorrhage are: 

1. The intravenous injection of 5 c.cm. of a 10 
per cent calcium chloride solution on three suc- 
cessive days. 

2. The intramuscular injection of 30 c.cm. of 
30 per cent sodium citrate shortly before the opera- 
tion. 

3. Blood transfusion. 

At operation, trauma must be reduced to the 
minimum and all visible bleeding points ligated. 

“White bile” is due to the damming back of the 
fluid secreted by the ducts by an obstruction in the 
common duct. It can be removed by draining to the 
exterior. If in a deeply jaundiced patient the gall 
bladder is found full of a clear fluid, an examina- 
tion should be made to determine whether the cystic 
duct is patent. 

Successful surgery of obstructive jaundice re- 
quires: 

1. Careful preliminary preparation to prevent 
postoperative hemorrhage and cholemia. 

2. Rapidity of operation with minimal trauma 
and anesthetic. 

3. A two-stage operation when extensive plastic 
work is necessary. 
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4. Careful after-treatment with the administration 
of large quantities of fluid and glucose and, in 
desperate cases, blood transfusion. 

When these precautions are taken, operation is a 
legitimate risk. Marcus H. Hosart, M.D. 


Judd, E. S.: Problems Encountered in the Treat- 
ment of Disease of the Biliary Tract. Minnesota 
Med., 1924, vii, 161. 

During the last few years our conception of the 
source of infection of the gall bladder and the manner 
of its distribution to the adjoining tissues has great- 
ly changed. Inflammation of the liver, and prob- 
ably also of the pancreas in association with infection 
of the gall bladder may account for the persistence 
of symptoms in some cases or for their recurrence 
after removal of the gall bladder. This changing 
conception of the pathology of the gall bladder does 
not change our plan of surgical treatment; it still 
suggests that the procedure of choice is cholecystec- 
tomy. Usually the clinical symptoms of gall-bladder 
disease are definite and distinct, permitting a positive 
diagnosis. 

Occasionally with obscure symptoms of trouble 
in the upper right quadrant of the abdomen, there 
is trouble in the biliary tract, but it is not vet 
recognizable, as in early cases of hepatitis in which 
the gall bladder is only slightly involved or in early 
cases of primary pancreatitis. 

Since Judd has been making careful observations 
on the condition of the liver and pancreas when 
operating for disease of the gall bladder, he is 
recognizing changes that are often associated with 
cholecystitis which formerly were not interpreted. 
He has observed that inflammation in the gall 
bladder or biliary tract may exhibit little, if any, 
gross evidence of its presence. In some cases it may 
be necessary to open the gall bladder and examine 
an excised specimen in order to determine the nature 
of the condition. Various factors which aid in lead- 
ing to a proper conclusion regarding these cases 
include: (1) the ease with which the gall bladder 
may be compressed, (2) the thickness of gall-bladder 
wall, (3) the character of the bile, and (4) the amount 
of fat deposit in the wall as indicating a chronic in- 
flammatory process. 

The results of operation for inflammation in the 
biliary tract are as a rule satisfactory. Following 
cholecystectomy, the removal of stones from the 
common duct, and drainage of the biliary tract the 
patient returns to a normal state of health in a short 
time, with very slight prospect of further trouble. 

ALBERT J. SCHOLL, M.D. 


Martin, W.: Recent Controversial Questions in 
Gall-Bladder Surgery. Ann. Surg., 1924, lxxix, 
424. 

There have been no reports of serious interference 
with function or loss of nutrition following the re- 
moval of the gall bladder, although thousands of 
cholecystectomies have been performed during the 
last forty years. For a number of years observations 


have been recorded which seem to show a diminution 
in the acid reaction of the gastric contents after the 
removal of the gall bladder or after morbid changes 
which destroy its function as a bile reservoir, and 
cases have been reported in which there was a slight 
transitory diarrhoea with the passage of several 
stools made up entirely of bile. However, the power 
of adaptation possessed by the body seems to mask 
or compensate for changes in function caused by the 
operation and the postoperative disturbances are 
apparently not due to changes in function due to the 
absence of the gall bladder. 

The author has found that 84 per cent of patients 
subjected to cholecystectomy are free from all symp- 
toms after the operation. Of the 16 per cent with 
symptoms, more than half complain of epigastric 
pain and discomfort in the neighborhood of the scar. 
The pain varies from slight to marked discomfort 
and at times is accompanied by a feeling of disten- 
tion. Not infrequently there are symptoms such as 
distention, inability to eat certain foods, nausea, and 
vomiting which are so similar to the symptoms 
characteristic of gall-bladder disease that it is diffi- 
cult to assign them to a cause other than infec- 
tion of the gall-bladder wall. 

The removal or drainage of a slightly infected gall 
bladder is sometimes followed by extensive adhesions 
fixing the pylorus or the duodenum to the under- 
surface of the liver and causing symptoms of inter- 
ference with the function of these organs. No rela- 
tion between the severity of the lesion in the gall 
bladder and these gastric symptoms has been es- 
tablished nor has closure of the abdomen without 
drainage prevented their development. 

There is considerable evidence that now and again 
bile leaks from the cystic duct, even after the duct 
has been carefully isolated and ligated. It is gener- 
ally believed that there are more adhesions after 
drainage than after removal of the gall bladder. 

In 13 percent of thecases with postoperative symp- 
toms there have been attacks of jaundice, vomiting, 
and signs of intermittent infection, and in 2 per cent 
of the cases in which a cholecystectomy was done 
there is evidence of interference with the flow of bile 
through the common duct. 

The author believes that the removal of the gall 
bladder is not justified by slight lesions of its wall 
causing symptoms of indigestion, and that it has not 
yet been proved that the majority of infections of the 
wall of the gall bladder causing symptoms represent 
a direct extension from an inflamed liver through the 
lymphatics or that bacteria enter the portal circula- 
tion from an obliterated appendix in sufficient num- 
bers to produce a hepatitis recognizable clinically. 

In a very large percentage of cases of cholecystitis, 
cholelithiasis must be considered an important factor 
determining the initial lodgement, the persistence, 
and the transference of the infection. 

In cases of gall stones and well-marked lesions of 
the gall-bladder wall uncomplicated by lesions of the 
common duct, cholecystectomy is associated with a 
low mortality and gives excellent results. 
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There is little clinical or autopsy evidence of the 
association of persistent hepatitis, cirrhosis, or pan- 
creatitis when the disease is confined to the gall- 
bladder wall. 

Common-duct stones, choledochitis, and cholan- 
geitis are late lesions with a high mortality. Opera- 
tion should therefore be performed before these con- 
ditions develop. Howarp A. McKnicut, M.D. 


Speese, J., and Klein, T.: The Use of Iletin in the 
Postoperative Treatment of Acute Hzmor- 
rhagic Pancreatitis. Surg. Clin. N. Am., 1924, 
iv, 255. 

The authors report a case of acute hemorrhagic 
pancreatitis operated upon four days after the onset 
of symptoms in which the use of iletin was apparent- 
ly very beneficial in re-establishing the carbohydrate 
tolerance and tiding the patient over a serious post- 
operative period. SamuEL Kaun, M.D. 


Ramsay, G. W. St. C.: Anwmia with Enlarged 
Spleen in Infancy and Childhood: ‘Infantile 
Splenic Anzemia.”’ Brit. J. Child. Dis., 1924, 
xxi, 48. 


Anemia with enlargement of the spleen in in- 
fancy and childhood has been regarded as: (1) a 
distinct disease entity; (2) an aleukemic stage of 
true leukemia; (3) a condition midway between 
simple anemia and leukemia; (4) a transition stage 
between pernicious anemia and leukemia; and (5) 
a primary disorder of the bone marrow due to 
rickets. 

The clinical features are summarized as follows: 

1. The condition does not develop after the fourth 
year of life. 

2. With anemia, the blood shows degenerate and 
embryonic red cells. 

3. Myelocytes are present in the peripheral blood. 

4. The spleen is enlarged. 

A number of toxic processes may give rise to the 
condition. Rickets, although not the actual cause, 
may predispose to it. Cases showing anemia, de- 
generating and embryonic forms of red cells, and 
enlargement of the spleen, but no myelocytes may 
be classified in the same group. 

The possible sequences may be represented 
graphically thus: 


Simple anemia 


| 
Enlarged spleen+anemia 


| 
Anemia +myelocytes 


Anzmia+myelocytes+enlarged spleen 
(infantile splenic anemia) 


The author concludes that infantile splenic 
anemia is not a disease entity, but a form of simple 
secondary anemia. Morris H. Kaun, M.D. 


MISCELLANEOUS 


Hutchison, R., Fairbairn, J. S., Collier, J., and 
Others: Special Discussion on Chronic Abdom- 
inal Pain in Nervous Women. Proc. Roy. Soc. 
Med., Lond., 1924, xvii, 31. 

HuTcHISON states that the condition under dis- 
cussion is difficult to define exactly, but is charac- 
terized by abdominal aches and pains in dyspeptic, 
constipated unmarried women who, as a rule, are 
mentally depressed. He discusses the responsibility 
of physical causes, hysteria, and a subconscious de- 
sire for sympathy, the relation of the physical to the 
mental state, and the treatment, particularly duct- 
less gland treatment and psychotherapy. 

FAIRBAIRN adds to the groups of subjects childless 
married women and others with families but little 
income and considerable worry. In women, the 
failure of reproduction may have a far-reaching 
effect. Gynecological conditions are often present. 
Many of the women complaining of chronic ab- 
dominal pain have had much treatment, which, in 
numerous instances, included several operations. 
Overtired mothers are others affected. 

The ‘“‘pexy”’ operations are of little value. Fair- 
bairn believes that in the course of time colopexy 
will be abandoned. The position of the uterus may 
have little bearing on the general condition. 

The best treatment is a change of environment and 
restoration of the woman’s confidence in her body. 
In the early stages of the war women with this con- 
dition disappeared from the gynecologist’s office be- 
cause they had other things to occupy their minds. 

CoLLieR divides women with vague abdominal 
aches and pains into: (1) those with hysteria, (2) 
those with an insane delusion, (3) those who are 
constantly apprehensive regarding their physical 
condition, and (4) those with a true organic disease. 
The majority, he believes, belong to the last class. 
The hysterical have other stigmata of hysteria and 
can be permanently cured. Collier tells of a girl wha 
caused herself to vomit blood by scratching the 
veins in her pharynx. When her habit was discov- 
ered she desisted and recovered. 

In the other groups a physical defect is very apt 
to be the basis of the emotional instability. 

MILLER states that, besides the cases due to anat- 
omical lesions, there are those due to physical mal- 
adjustment. The amyotonic group of patients react 
well temporarily to rest, regulation of the diet, and 
general treatment, but may suffer a relapse. Many 
of them are operated upon without success. The 
calcium treatment of Vine and Groves and the use 
of parathyroid may be of some value. Miller has 
tried adrenal extract for patients with vagotonia, 
but the results were poor. The sympatheticotonic 
patients can be reached by mental treatment only. 

Spriccs reports that of 988 women examined, 
eighty-two complained of nervousness and abdom- 
inal pain. If the pain is a definite symptom there 
must be a true cause for it and this will be found 
sooner or later. Neurasthenia is a poor diagnosis. 
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Auto-intoxication is usually due to a definite me- 
chanical or inflammatory cause. The obscure causes 
discovered in the eighty-two cases included biliary 
tract disease, renal calculus, early oesophageal stric- 
ture, inflamed duodenal diverticulum, intermittent 
volvulus, blind pouches formed by an intestinal 
anastomosis, and pancreatitis. Gynecological con- 
ditions are often wrongly blamed for trouble due to 
some other cause. Colitis, constipation, or vis- 
ceroptosis may be responsible. In a few cases of 
constipation excision of the inactive portion of the 
large intestine is indicated. In the diagnosis of mal- 
position the X-ray is of great aid. 

CuLPIN says that from the psychopathological 
standpoint there are two factors in the symptoms 
under discussion: (1) bodily changes induced by 
emotion, and (2) the end subserved by the symp- 
toms. A continued emotional state induces changes 
in the abdominal viscera which involve secretion, 
motility, and position. Even if it is impossible to 
cure the mental disturbance, it may be possible to 
force the symptoms back. 

HADFIELD states that hysterical pains are not 
necessarily imaginary. They usually have an organ- 
ic basis. Sexual factors are a common cause of 
hysteria. Hysterical pain may have as its basis a 
craving for sympathy. In such cases the psycho- 
therapeutist attempts to change the attitude of 
mind by psychological methods. 

WILSON suggests that the colon is often at fault, 
and that its treatment with antiseptics, etc. may 
prove of great benefit. Pain may be produced by 
the ‘“‘elastic”’ spasm of the colon. 

Hutcuison concluded that the mental as well 
as the physical side must be treated. Also that in 
some cases colopexy may be of value. 

Marcus H. Hosart, M.D. 


Deaver, J. B.: Focal Infection Within the Abdomen. 
J. Missouri State M. Ass., 1924, xxi, 31. 


That foci of infection occurring in the tonsils and 
sinuses, the teeth, the prostate, the deep urethra, 
the seminal vessels, and the fallopian tubes may 
lead to general disturbances has long been recog- 
nized. To these foci the abdominal surgeon adds 
the appendix, the gall bladder, and the bowel. 

Chronic appendicitis is the most common surgical 
condition found in the abdomen. The chief symp- 
toms are periodic pain in the right iliac fossa and 
tenderness. Cases with visceroptosis and nervous 
instability are usually not surgical. 

The appendix and gall bladder, which are sacs 
with only one opening, may be called the diverticula 
of the alimentary canal. The tissues of the appendix 
closely resemble those of the tonsil. Infection in the 
interstitial tissues of these organs is apt to persist. 

Chronic colitis and occasionally mucous colitis 
may have their origin in continued infection in the 
appendix or gall bladder. Chronic pancreatitis also 
may be the result of an old chronic cholecystitis, 

Appendicitis and cholecystitis may lead to car- 
diac disease. Lichty believes that in appendicitis, 


cardiac disease is functional, while in cholecystitis a 
true myocarditis may result. In such cases removal 
of the appendix or gall bladder is necessary to re- 
lieve the cardiac condition. 

Cholecystitis and appendicitis may lead also to 
colitis, synovitis, and arthritis. The author recom- 
mends a routine appendectomy and examination of 
the gall bladder in operations for peptic ulcer as he 
believes a chronically diseased appendix is often the 
focus from which peptic ulcers arise. 

The bowel may act as a focus from which bacteria 
may enter the blood stream and form distant lesions. 
Usually constipation and stasis are best treated 
medically unless the cause is a kink or mechanical 
lesion. 

In the differentiation of acute pyelitis from appen- 
dicitis or cholecystitis a careful urinalysis, cysto- 
scopic examination, and X-ray examinations should 
be made. If then the diagnosis remains doubtful, it 
is best to perform an appendectomy immediately 
under nitrous oxide-oxygen anesthesia. 

The fallopian tubes are often the source of tuber- 
culous peritonitis. 

In conclusion, Deaver urges that the same con- 
sideration be given abdominal foci of infection as is 
given the visible foci elsewhere. 

James A. H. Macoun, M.D. 


Schumann, E. A.: A Series of Cases Presenting 
Abdominal Tumors of Unusual Type Which 
Give Rise to Difficulties in Diagnosis. Surg. 
Clin. N. Am., 1924, iv, 185. 


The first case reported was a case of desmoid of 
the lower abdominal wall on the left side. The mass 
was regular in outline, hard, and dense, but not 
nodular. It was adherent to the rectus fascia but 
stripped easily from the external surface of the peri- 
toneum. 

In the second case the tumor was a bilateral sar- 
coma of the ovary, and in the third, an enlarged 
uterus containing a fetus acranius and a placenta 
with massive infarction. 

Three cases were cases of labor following a pre- 
vious cesarean section. In the first, the indication 
was persistent uterine inertia; in the second, central 
placenta previa; and in the third contracted pelvis. 
The author states that women who have been sub- 
jected to cesarean section should always be de- 
livered in a hospital and should enter the hospital 
several days before the estimated date of delivery. 

Morris H. Kaun, M.D. 


Duval, P., and Quénu, J.: Diaphragmatic Hernia 
on the Left Side Without Splenic Megacolon; 
Plicature and Diaphragmatic Fixation by the 
Thoraco-Abdominal Route (Eventration dia- 
phragmatique gauche sans mégacolon splénique; 
plicature et fixation du diaphragme par voie thoraco- 
abdominale). Bull. et mém. Soc. nat. de chir. de 
Par., 1924, 1, 178. 


The authors report a case of the curious condition 
which was first described by Petit in 1780 and has 
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SURGERY OF THE ABDOMEN 


been variously termed ‘‘idiopathic superelevation of 
the diaphragm,” “relaxation of the diaphragm,” 
“diaphragmatic insufficiency,” and “diaphragmatic 
eventration.” Eventration of the diaphragm is an 
abnormal unilateral elevation of the diaphragmatic 
dome which permits ascent of the abdominal organs. 
The condition is rare. In 652 cases of diaphragmatic 
malformations Eppinger found 635 diaphragmatic 
hernia but only seventeen eventrations. 

The author’s case was that of a man 45 years of age 
who complained of crises of pain in the left hypo- 
chondrium. Clinical examination revealed signs of 
pleurisy at the back, pneumothorax in the front, and 
slight displacement of the heart to the right. 

The syndrome suggested thoracic ectopia of the 
abdominal viscera. This was verified on roentgeno- 
logical examination which showed the left side of the 
diaphragm elevated more than 10 cm. above the 
right side and immobile. The diagnosis was dia- 
phragmatic eventration with dolichosigmoid and a 
tendency toward megacolon. 

The treatment consisted in plication of the dia- 
phragm by the thoraco-abdominal route. Artificial 
pneumothorax had failed to change the position of 
the diaphragm. Three folds were taken. Subsequent 
roentgenograms showed the elevation of the dia- 
phragm reduced by 8 cm. and the heart in its 


133 


normal position. The patient is today in excellent 
health. 

The author believes that in such cases operative 
interference is justified only when the condition 
causes respiratory, cardiac, or digestive disturbances. 

Of the seventeen cases of eventration reported in 
the literature, only one was treated directly, that 
reported by Lerche in 1922. Lerche performed a 
plication through a laparotomy incision, and it was 
because of the excellence of his result that the 
authors adopted this procedure in their case. How- 
ever, the authors object to the use of the abdominal 
or thoracic route alone, believing that it is necessary 
to examine both surfaces of the diaphragm in order 
to determine their relation to the lungs and parietal 
pleura as well as to the superelevated abdominal 
viscera. The viscera must be dislodged and lowered 
by the surgeon’s assistant in order that the muscle 
will be relatively flaccid and easy to fold and suture. 
Temporary paralysis of the diaphragm is not nec- 
essary. 

The incision extends along the sixth intercostal 
space and descends almost vertically on the right 
side of the abdomen to the umbilicus. It is 30 cm. 
long, 20 cm. being on the thorax and 10 cm. on the 
abdomen. No section or resection of a rib is done. 

W. A. BRENNAN. 
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GYNECOLOGY 


UTERUS 


Begouin: Statistics of ‘Clinical Cures” of Cancer 
of the Cervix of the Uterus Obtained with 
Radium (Statistiques de “guérisons cliniques” du 
cancer du col utérin par le radium). Bull. et mém. 
Soc. nat. de chir. de Par., 1924, 1, 140. 


Begouin has treated ninety-five cases of cancer 
of the uterine cervix with radium alone. Sixty, 
which have been under observation for a period of 
from one to five years, are divided into three groups 
according to the stage of the disease in which the 
patient was first seen. The results of treatment are 
summarized as follows: 

1. In nine advanced cases with an extensive 
tumor and metastases or severe cachexia there were 
no clinical cures. 

2. In thirty-six inoperable cases with fixation of 
the uterus but with only moderate extension of 
the condition, there were twelve clinical cures (33 
per cent). 

3. In fifteen operable cases there were seven 
clinical cures (46 per cent). 

In the last group there were nine cases in which 
it was doubtful whether operation was warranted. 
Of these, only one was cured. 

From this limited number of observations it 
appears that radium treatment is of no value in the 
advanced stages of the disease, but when given 
during the operable period leads to a cure in a high 
percentage of cases and offers much hope to patients 
who have an early carcinoma but are rendered in- 
operable by cardiac, renal, pulmonary, or other 
disease. 

In the discussion of this paper, Proust and 
BEGOUIN pointed out that injury to the bladder 
from the use of large doses of radium is infrequent 
and usually of little importance. The rectum and 
sigmoid colon, however, are often affected unfavor- 
ably. In one case laparotomy revealed a furrow in 
the sigmoid suggesting a furrow that would be made 
with a cautery, and in another instance a thicken- 
ing of the pelvic colon in the form of an inflamma- 
tory tumor. Pyometria was not observed. 

REGAUD called attention to the fact that if a re- 
currence is to develop it usually appears within a 
period of a year. He reported that of thirteen pa- 
tients treated in 1919 and judged cured in 1920, all 
were living in 1921 and twelve were alive in 1922. 
The technique used consisted in one application (or 
two separated by an interval of two months) of 80 
mgm. of radium divided between four tubes, two 
intra-uterine and two vaginal, and screened with 
rubber, 2 mm. of gold, and o.5 mm. of platinum. 
The average duration of treatment was from two to 
four days. ALBERT F. DeGroat, M.D. 


Schmitz, H.: The Clinical Significance of Chemical 
and Serum Analyses of the Blood of Uterine 
Cancer Carriers Subjected to Measured Radia- 
tion Doses. Am. J. Obst. & Gynec., 1924, vii, 449. 


Radiation sickness is caused by the absorption of 
autolytic products from the degenerated areas of 
the tumor mass. This intoxication is an example 
of a non-specific reaction. After treatment with 
radium and the roentgen rays, the sera of persons 
with carcinoma become carcinomalytic, as evidenced 
by the Freund-Kaminer reaction. 

The results of the chemical and serum examina- 
tions of the blood in cases of carcinoma indicate that 
persons with extensive and necrotic cancer tumors 
should be subjected to radiation therapy with great 
caution, and that a fractional interval method 
should be employed to prevent severe radiation 
intoxication. Patients with advanced carcinomata 
should not be subjected to radiation therapy. 

Epwarp L. CorNeELL, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Meaker, S. R.: Transuterine Insufflation of Gas 
in the Investigation and Treatment of Sterility, 
Boston M. & S.J., 1924, cxc, 286. 


The author believes that in 15 per cent of the 
cases of sterility in women the cause is an abnor- 
mality of the tubes. A method that has proved of 
great value in determining the patency of the tubes 
is transuterine insufflation. If this test is positive— 
that is, if pneumoperitoneum can be produced by the 
transuterine route—it is conclusive evidence that at 
least one tube is patent. No positive information 
can be gained in regard to both tubes, nor can it be 
demonstrated that the ciliated epithelium and the 
musculature of the patent tube, both of which are 
factors in the passage of the fertilized ovum, are 
efficient. Negative results indicate definitely a 
tubal factor, but do not give any information as to 
the exact location or the extent of the involvement. 

Whether the test is to be checked by the X-ray 
depends somewhat upon the circumstances of the 
particular case. A positive result is usually very 
obvious without the confirmatory evidence of roent- 
genograms. Asa rule the author employs the X-ray 
only for subsequent tests in doubtful cases. 

When the X-ray is to be employed a control plate 
should be made before the insufflation. Both this 
and the subsequent plate should be made with the 
patient in a position favorable for the passage of the 
intraperitoneal gas to the subdiaphragmatic region. 

The author describes his technique and a simpli- 
fied apparatus for transuterine insufflation. As the 
test is purely qualitative, it is sufficient merely to 
estimate the quantity of gas used by the rate of 
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GYNECOLOGY 


flow of the bubbles passing through the wash bottle. 

Emphasis is placed on the importance of beginning 
the flow of gas very slowly in order to obviate uterine 
colic which causes difficulty in forcing the gas 
through the interstitial part of the tubes. The rate 
of flow of the bubbles in the wash bottle should be 
at first one per second, and one-half minute should 
elapse before the pressure is allowed to rise as high 
as 100 mm. Hg. 

In positive cases there is usually a sharp drop 
from 60 to 100 mm. down to from 20 to 50 mm. 
Other positive evidences are auscultatory signs and 
subjective symptoms. 

When the tubes are occluded, the pressure rises 
steadily and regurgitation of the gas finally occurs 
through the cervical canal. The pressure should not 
be allowed to exceed 200 mm. Pressure maintained 
at that level for three minutes without a spontan- 
eous drop and without auscultatory signs or sub- 
jective symptoms proves the test negative. 

A single negative test should not be accepted as 
final evidence of permanent occlusion of the tubes. 
The author advises against laparotomy until six 
careful insufflations have proved negative. 

The value of transuterine insufflation as a thera- 
peutic method in sterility has been definitely estab- 
lished. Its possibilities are especially great when 
the gas passes through with some difficulty. It is to 
be recommended also in the after-treatment of 
cases in which salpingostomy has been done. 

The incidence of ectopic pregnancy following 
transuterine insufflation has yet to be determined. 

C. Fiske Jones, M.D. 


Schickele, G.: May the Corpus Luteum Be the 
Source of a Large Intraperitoneal Hzmor- 
rhage? (Le corps jaune, peut-il étre la source d’une 
hémorrhagie intrapéritonéale abondante?) Gynéc. et 
obst., 1924, ix, 9. 

The author reports three cases in which a severe 
intraperitoneal hemorrhage followed rupture of the 
corpus luteum. 

The first case was that of a para-iv 31 years of 
age who had an attack of severe pain in the lower 
abdomen which soon ceased but recurred after 
three days, causing her to faint. Five days later she 
was admitted to the hospital with all the classical 
signs of intraperitoneal hemorrhage. At laparot- 
omy, a large quantity of blood was found in the 
abdomen. Both tubes were normal. The left ovary 
was larger than normal and showed a corpus 
luteum with a tear 1 cm. long and 3 mm. wide. 
The cavity of the corpus luteum was smooth; 
microscopic examination showed it to be lined with 
lutein cells. There was no evidence of pregnancy. 

The second case was that of a para-iii 40 years of 
age. Menstruation had been normal, with the 
exception of the last few periods which were six 
days late. A sudder: attack of syncope was followed 
by rapidly developing anemia. Three days after 
this attack the patient was taken to the hospital 
and operated upon immediately. Operation revealed 
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a large corpus luteum containing a small amount of 
reddish fluid and presenting a tear from 7 to 8 mm. 
in length. The internal layer showed evidence of 
infiltration by red blood cells and corpus luteum 
cells. There were no signs of pregnancy. 

The third case was that of a 45-year-old para-iii 
with splenomegaly. The patient was admitted to 
the hospital because of a loss of blood for eight 
days between her menstrual periods. On the day 
when her last menstrual period was expected she 
had an attack of pain in the lower part of the 
abdomen and nausea. The next day her general 
condition was good, but subsequently she noticed 
enlargement of the abdomen and acceleration of 
the pulse. The diagnosis was intraperitoneal 
hemorrhage of unknown cause. Operation revealed 
on the surface of the left ovary a corpus luteum 
with a small tear from which blood was oozing. 
The tube and ovary on the left side were removed. 
The abdominal cavity contained a quantity of 
blood larger than that usually found in cases of 
ectopic pregnancy. The patient died. The spleen 
was found to weigh 2,100 gm. Microscopic exam- 
ination of the removed ovary showed a somewhat 
cystic corpus luteum with good vascularization. 

The author concludes that these cases prove both 
macroscopically and microscopically that rupture 
of a corpus luteum or corpus luteum cyst may cause 
extensive intraperitoneal hemorrhage. He agrees 
with Forssner that many of the forty cases of this 
type which have been reported in the literature 
were not proved cases as pregnancy was not defi- 
nitely ruled out. 

The article contains illustrations of the gross 
specimens and microscopic sections. 

SALVATORE DI PALMA, M.D. 


Hartmann-Keppel, G. L.: A Metrorrhagic Form of 
Tuberculous Adnexitis (L’annexite tuberculeuse 
a forme métrorragique). Gynéc. et obst., 1923, viii, 
347- 


The author reports two cases. The first was that 
of a woman 28 years old who had always had a 
slight leucorrhoea, and when 16 years of age suffered 
an attack of serofibrinous pleurisy. Since marriage 
she had had eighteen abortions after from three 
to seven weeks of pregnancy. Five Wassermann 
examinations were negative. During a period of 
four years menstruation had been more abundant 
and the periods had increased in length from four 
or five to seven days. The blood was bright red 
and contained clots 4 to 7 cm. long. Bacteriological 
examination of the leucorrhceal discharge which 
occurred between menstrual periods was negative 
for tubercle bacilli. General weakness developed 
gradually. Respiratory and circulatory functions 
remained normal. Cystoscopy showed slight bul- 
lous oedema in the region of the trigone. Vaginal 
examination was practically negative except for 
thickness in the right fornix. Rectal examination 
revealed tenderness in the region of the right adnexa. 
With a loss in weight of about 15 lb. there was an 
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evening rise in the temperature from 38.2 to 38.5 
degrees C. 

At operation the ovaries were found normal ex- 
cept for a slight sclerosis on the right side. The left 
tube was somewhat adherent, but apparently nor- 
mal. The right tube was somewhat enlarged, 
markedly congested, and embedded in adhesions. 
At the isthmus was a nodule which seemed to be 
undergoing degeneration. A right salpingo-otphor- 
ectomy was performed and the abdomen closed in 
layers without drainage. Microscopic examination 
of the tube showed tubercle bacilli and giant cells 
The patient made an uneventful recovery, and in 
the last four years has been free from symptoms. 

The second case was that of a young unmarried 
woman with a definite history of tuberculosis on 
both her mother’s and her father’s side of the family 
and a personal history of an attack of bronchopneu- 
monia lasting for two and one-half months. After 
her pseudo-grippe or pulmonary affection her men- 
strual periods gradually increased from three to 
five to seven days, the menstrual blood contained 
clots, and there was some loss of blood between the 
menstrual periods. Marked anemia _ resulted. 
Between the menstrual periods there was a slight 
leucorrhoeal discharge. The hymen being of the 
cribiform type, vaginal examination was impossible. 
Upon rectal and abdominal examination the uterus 
was found small, soft, anteverted, and only slightly 
mobile. The right fornix was thickened and slightly 
tender. 

At laparotomy the appendix was found normal 
and the uterus small and soft. The right ovary 


also was normal, but the right tube was somewhat 
enlarged and indurated and catheterization showed 
it to be closed. A few nodules were found. The 
appendix, right tube, and right ovary were removed. 
Microscopic examination showed tuberculous sal- 
pingitis; the appendix and right ovary were normal. 
SALVATORE pI PALMA, M.D. 


MISCELLANEOUS 


Rosenblum, P., and Bettman, R. B.: Acute Pelvic 
Abscess in Children. Am. J. Dis. Child., 1924, 
XXvii, 336. 


The authors report three cases of pelvic abscess 
in children in which the symptoms were relieved by 
drainage. In the first two cases drainage occurred 
spontaneously through the vagina. In the third 
case it was established by operation. The suppura- 
tion probably originated in the retroperitoneal struc- 
tures and was of glandular origin. 

The frequent association of abdominal pain with 
throat infections in children may explain also the 
etiology of pelvic abscesses secondary to metastatic 
infection of lymph glands in the abdomen. In the 
cases reported the abscesses were not of appendiceal 
origin and there was no evidence of spondylitis. As 
all of the patients were females, the source of the 
infection may have been in the genitalia. 

Harry W. Fink, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


Kiehne, H.: Comparative Examinations of the 
Blood After Roentgen Castration and Vaginal 
Hysterectomy for Hzemorrhages (Vergleichende 
Blutuntersuchungen nach Roentgenkastration und 
vaginaler Uterusextirpation bei Blutungen). Mvyen- 
chen, med. Wehnschr., 1923, 1xx, 1404. 


After calling attention to the differences in opinion 
expressed in the literature regarding the effect oj 
roentgen irradiations upon the hematopoietic sys- 
tem, which are largely attributable to differences 
in the technique used, the author reports the findings 
in twenty women between the ages of 4o and 50 
years who were treated for hemorrhage by vaginal 
hysterectomy and twenty who were subjected to 
castration with the roentgen rays. The irradiation 
technique is not described. The blood was examined 
before, and one day, fourteen days, and ten weeks 
after the treatment. 

Ten weeks after the operation the blood picture 
was normal in every case whereas ten weeks after 
the irradiation there was a distinct leucopenia 
(diminution by one-fifth) in eighteen of the twenty 
cases. In half of the cases the erythrocytes were 
also diminished in number, on an average by one- 
ninth. In the majority of the cases the women re- 
covered more slowly after the irradiation than after 
the operation. Heyn (G). 


Bonney, V.: Conservatism in Gynecological Sur- 
gery. Practitioner, 1924, cxii, 137. 

Uterine fibroids and myomectomy. Although 
fibroid tumors are composed of tissue ordinarily as 
benign as that of lipomata, the most common treat- 
ment is hysterectomy. If the same tumor were grow- 
ing in the leg or arm, no surgeon would think of 
amputating the limb. 

The basic principle of myomectomy—removal of 
all fibroids through an anterior incision—was laid 
down by Adams twenty-five years ago. Adams made 
the incision in the anterior wall of the uterus because 
he drained the cavity or cavities left by the enuclea- 
tion and wished to bring the drain out through the 
abdominal wall. Such drainage, however, is not 
necessary or desirable. An anterior incision is pre- 
ferred today because it lies against the bladder 
rather than against the intestines, and if any oozing 
occurs from the suture line the intestine will not 
adhere to it. Another advantage is that the suture 
line can be re-inforced by fixing it to the abdominal 
wall, by suturing it to the back of the bladder, or by 
shortening the round ligaments so that they will 
keep it pressed up against the bladder. 

The uterus may be conserved even when a large 
number of tumors are removed. The author has 
removed as many as thirty fibroids from one uterus. 
In his last 150 operations there were only two deaths. 
Both occurred early in the series and were due to 
faults of technique which he has since corrected. 
Many of his patients have borne children normally 
after the operation; from one of them he removed 
twenty-one fibroids only eighteen months before 
pregnancy. 
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GYNECOLOGY 


Cases unsuitable for myomectomy are neglected 
cases in which there is anemia and those of elderly 
women. 

In all women under 40 years of age myomectomy 
is to be preferred to hysterectomy unless there are 
definite contra-indications. In cases of fibroids com- 
plicating pregnancy conservation of the uterus is 
especially called for since the functional value of 
the organ is proved beyond a doubt. If the child is 
viable, the fibroids should be removed through the 
incision by which the child is extracted. When the 
child is not viable, it is sometimes possible to re- 
move the tumor or tumors without interrupting the 
pregnancy, but when they are deeply embedded it 
is best to proceed as if the child were viable and 
remove it with the growths. 

Conservation of the ovaries. The ovaries should 
never be removed unless their retention means cer- 
tain danger to life or health. “Chocolate cysts,” 
when small, strip out as easily as dermoid cysts. The 
author has enucleated them on many occasions and 
has not yet been obliged to operate for recurrence. 
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Removal of the ovaries to bring about an artificial 
menopause in cases of menorrhagia due to fibroids 
or fibrosis is no longer done, but the pernicious prin- 
ciple has been revived in the X-ray treatment of 
fibroids. In most cases given such X-ray treatment 
the bleeding does not stop or it recurs, and the 
tumor, instead of shrinking, continues to grow or 
undergoes acute degeneration or suppuration. 

Conservation of the tubes. In the author’s opin- 
ion, tubes acutely inflamed usually remain per- 
manently blocked, distended, and adherent. The 
policy of awaiting resolution results in many in- 
stances in the formation of double pyosalpinx with 
involvement of the ovaries. If the abdominal ostium 
is the only point of closure, a new ostium can be 
fashioned by the operation of salpingostomy. A 
second operation is probably not worth while. 
Attempts to make a false passage by passing a piece 
of catgut from the tube into the uterus are almost 
certain to fail. The author has re-implanted the 
tube into the uterus but has never had a successful 
result from this procedure. Cari H. Davis, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Cook, F.: The Toxzemias of Pregnancy. Brit. VM. 
J., 1924, i, 372. 

The author briefly reviews the many theories 
which have been advanced as to the cause of 
eclampsia and discusses in particular the rdéle 
played by excess of pituitary extract in the blood. 
In regard to the biochemical observations in cases 
of eclampsia he states that to date no conspicuous 
deviation in the inorganic constituents of the blood 
has been noted in eclampsia but that eventually we 
may find some relationship between circulatory 
changes and variations in the acid-base balance. 

Cook suggests that albuminuria of pregnancy may 
be due to mechanical pressure and resulting hyper- 
wmia, especially of the left kidney, but he has not 
been able to prove this. He calls attention to the 
postmortem findings and suggests that more atten- 
tion should be paid to the vascular factors. 

As causes of ‘accidental’ antepartum hemorrhage 
he mentions the various associated conditions such 
as albuminuria, interference with the maternal 
blood supply, vasomotor disturbance, and changed 
coagulability of the blood. 

In discussing the blood chemistry and metabolism 
in cases of vomiting of pregnancy Cook emphasizes 
especially the réle of carbohydrate metabolism and 
states emphatically that the treatment should not be 
further starvation. 

The article is concluded as follows: ‘‘The nature 
of my argument precludes a summary of conclusions. 
If I have suggested anything, it is that we should re- 
gard individual cases without preconceived diagnosis 
or theory and continue to investigate them with 
every means at our disposal; that we should accu- 
rately record our observations without inductive 
comment; that we should reconsider and further 
examine the vascular conditions of pregnancy in 
general and in detail; and that we should not pro- 
claim the existence and influence of toxic agencies 
until they have actually been demonstrated.” 

Rotanp S. Cron, M.D. 


Berkeley, C., Dodds, E. C., and Walker, A. L.: 
Chemical Observations on the Toxzmias of 
Pregnancy, with Special Reference to Liver 
Function in Relation to the Induction of Pre- 
mature Labor. J. Obst. & Gynec. Brit. Emp., 1924, 
20. 

The object of these investigations was twofold: 
first, to obtain information of value to the clinician 
with regard to the prognosis, and second, to deter- 
mine disturbances in the liver. 

Group 1, cases with albuminuria unassociated 
with symptoms. That this group presents the most 


difficult problem in the investigation of the cause of 
albuminuria is well recognized. The presence of a 
slight amount of albumin in the urine was dis- 
covered on ordinary urinalysis and confirmed by a 
catheter specimen. The patients appeared entirely 
normal. In the majority of the cases, the blood 
analysis showed little or no nitrogen retention. The 
liver tests were negative without exception. Of the 
ten patients, five were discharged with, and two 
without, albuminuria. The notes on three cases do 
not mention this point, but it is certain that both 
clinically and chemically they presented no demon- 
strable serious changes. 

Group 2, cases of albuminuria associated with 
symptoms. The seventeen patients in this group 
differed from those in Group 1 in that they showed 
evidence of nitrogen retention. In some instances 
this was low, but in others it was high. According to 
the blood-urea standard, premature labor should 
have been induced in five cases, and according to 
the non-protein nitrogen test it should have been 
induced in thirteen, but in every instance labor 
occurred normally. 

Group 3, cases of eclampsia or severe symptoms ol 
toxemia. The seven cases in this group were the 
only ones that showed a positive liver test. In four, 
eclampsia developed before premature labor could 
be induced. In three, labor was induced at once; in 
two, it was induced by the insertion of bougies, 
while in one, cesarean section was done. It is 
interesting to note that three of the cases in this 
group had a blood-urea content below 40 mgm. per 
cent; therefore, according to this standard alone, 
the induction of premature labor was not indicated, 
yet eclampsia occurred in every instance. On the 
other hand, all of these cases showed a non-protein 
nitrogen content of over 40 mgm. per cent. Accord- 
ingly, it appears that the non-protein nitrogen test 
is the more reliable. 

The authors draw the following conclusions: 

1. The best indication, and perhaps the only safe 
one, for the induction of premature labor in cases of 
albuminuria of pregnancy is the test of hepatic 
function described in this article. 

2. This test is extremely simple and can be per- 
formed by any practitioner. 

Epwarp L. Corney, M.D. 


Harris, J. W.: The After-Effects of the Late Toxz- 
mias of Pregnancy. Bull. Johns Hopkins Sosp.. 
Balt., 1924, xxxv, 103. 


From February 1, 1919, to February 1, 1923, 177 
women had 218 deliveries in the Obstetrical Depart- 
ment of the Johns Hopkins Hospital, Baltimore. 
Thirteen of them died in that hospital and one died 
in another hospital six months after delivery. One 
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hundred and eleven of the surviving 163 women 
returned for further study at the end of a year. 

The findings clearly indicate that the late effects 
of eclampsia and, more particularly, of pre-eclamptic 
toxemia, are more severe than is generally supposed. 
A four-year study of all patients with late toxemia 
of pregnancy shows that physicians are not justified 
in assuring those who have suffered from eclampsia 
or pre-eclamptic toxemia that they may face future 
pregnancies without fear of toxemic complications. 

The length of time the toxemic symptoms have 
persisted seems also to be a factor in determining 
the occurrence of permanent renal damage. This 
is of especial importance in the management of pre- 
eclamptic toxemia, as many patients with this com- 
plication are kept at rest, placed upon a restricted 
diet, and subjected to methods supposed to promote 
elimination, and if urgent symptoms do not arise, 
the treatment is often continued until term is reached 
and labor occurs spontaneously. That such a pro- 
cedure results in a very low fetal mortality is proved 
by statistics but because of his experience the author 
believes it pertinent to inquire whether the chances of 
permanent renal injury may not be seriously increased 
by allowing the pregnancy to continue too long. 

While eclampsia did not recur in the series of cases 
studied, the fact that three of the twenty-seven 
eclamptic women who were seen one year later 
showed evidences of chronic nephritis indicates that 
the danger of permanent renal damage following 
eclampsia is not to be disregarded. 

The danger of chronic nephritis following pre- 
eclamptic toxemia is unexpectedly great, as shown 
by the fact that 60 per cent of the patients whose 
pregnancies were complicated by pre-eclamptic 
toxemia showed evidences of chronic renal disease 
when examined one year later. 

The author is unable to differentiate between 
cases of pre-eclamptic toxemia which will be 
followed by chronic nephritis and those which will 
not result in permanent renal injury, but believes it 
possible that the duration of the toxemia before 
delivery may be an important factor. 

When, in supposed cases of pre-eclamptic toxemia, 
the evidences of the toxemia persist for three weeks 
or more after delivery, Harris assumes that the un- 
derlying disease is of renal origin. 

Epwarp L. Cornett, M.D. 


Gordon, O. A., Jr.: The Management of Abortion. 
J. Am. M. Ass., 1924, Ixxxii, 1021. 


The author reviews the management in 1,528 
cases of incomplete abortion. 

In cases of threatened abortion, uterine rest is 
necessary. This is given by absolute rest in bed and 
the administration of morphine. Upon admission 
to the hospital the patient should be prepared as for 
labor. Vaginal examination is contra-indicated. The 
bowels should be kept open by daily low enemata. 

In cases of inevitable abortion in which there is 
excessive hemorrhage or the products of gestation 
Present at the os, the vagina should be packed or 
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the partial products removed from the uterine cavity. 
Packing was done in 62 per cent of the cases reviewed 
by the author. Vaginal packing checks the hemor- 
rhage by acting as a plug and by stimulating more 
powerful uterine contractions which aid in emptying 
the uterus. In all of the reviewed cases in which 
packing was done pituitary extract was given. The 
packing was removed after from eighteen to twenty- 
four hours. Usually the products of gestation came 
away with it. In 1o per cent, a second packing was 
necessary. If the hemorrhage persists after the 
second packing, instrumental evacuation of the 
uterus is indicated. 

Septic cases should never be treated actively. In 
these, hemorrhage is unusual because of the exten- 
sive thrombosis of the uterine and pelvic vessels. In 
the cases reviewed the patient was placed out of 
doors and in the Fowler position. Feeding was 
forced. In a few instances repeated small blood 
transfusions were given. 

The mortality and morbidity of abortion are de- 
pendent upon the amount of intra-uterine interven- 
tion. Curettage changes many aseptic cases into 
septic cases. Harry W. Frvx, M.D. 


LABOR AND ITS COMPLICATIONS 


Manton, W.: Dystocia Resulting from Pathology 
of the Soft Parts of the Generative Tract. 
J. Michigan State M. Soc., 1924, xxiii, 103. 


The author discusses congenital and acquired 
pathological entities according to their location, 
classifying them as vulvar, vaginal, cervical, fundal, 
and extrafundal. In many instances the abnor- 
malities involve more than one of these areas. 

Malignancy of the cervix complicating pregnancy 
is occasionally seen, but as a rule malignancy hinders 
impregnation. In such cases labor should not be 
allowed to occur. In cases of inoperable malig- 
nancy the pregnancy should be allowed to progress 
in the interests of the child. During the early 
months an operable malignancy should be dealt 
with regardless of the child. In cases of operable 
malignancy discovered late in pregnancy the author 
does a Porro operation. 

For cases of fibroids of the cervix and uterine 
body he urges watchful conservation, but for those 
in which the tumors are softened or necrotic he 
advocates more radical measures. Operations for 
the removal of necrotic tumors of the fundus of the 
uterus should be performed before labor begins. 

In conclusion, Manton gives the following general 
rules for treatment: 

1. All hollow or degenerated tumors and operable 
malignancies should be removed when diagnosed. 

2. Women with one or more of the other lesions 
probably necessitating cw#sarean section may be 
allowed to go to term. 

3. Simple vulvar and vaginal lesions should be 
taken care of during gestation. 

4. In borderline cases a trial of labor may be given. 

C. Fiske Jones, M.D. 
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Titus, P., and Andrews, V. L.: I. Frozen Sections 
Through the Uterus of a Woman Dying Dur- 
ing the Third Stage of Labor, Illustrating the 
Mechanism of Placental Separation and Ex- 
trusion. II. Frozen Sections Through the 
Uterus of a Woman Dying from Central Pla- 
centa Previa Following Braxton-Hicks Ver- 
sion. Am. J. Obst. & Gynec., 1924, vii, 396. 


The placental separation of Schultze, in which the 
organ is inverted and extruded with the fetal surface 
first, is caused mainly by uterine contractions during 
the third stage of labor which are comparable physio- 
logically with those of the first and second stages. 

The réle played by the formation of a retroplacen- 
tal hematoma in placental separation has been 
greatly overestimated. A central placenta previa 
may cover a larger portion of the uterine surface 
than has been generally supposed. A comparatively 
small area of the placental detachment may cause 
serious and even fatal hemorrhage. The frozen sec- 
tions of the uterus made by the authors demon- 
strated the already recognized fact that the combined 
external and internal version of Braxton-Hicks is an 
efficient method of controlling hemorrhage from 
placenta previa. Epwarp L. Cornett, M.D. 


McPherson, R.: The Treatment of Placenta Previa. 
Am. J. Obst. & Gynec., 1924, vii, 403. 


In the last 501 cases treated at the New York 
Lying-In Hospital, seventy mothers died, a mor- 
tality of 12.1 per cent. The stillbirth mortality 
was about 42 per cent. These figures show a con- 
siderable improvement in the maternal mortality, 
but only a very slight one in the infant mortality. 
Many of the children died within the first few days 
because of prematurity; of the 591 infants, 307, 
or more than half, were premature. One hundred 
and seven children born alive (about 18 per cent) 
died before leaving the hospital, a total fetal mor- 
tality of slightly over 60 per cent. 

The preference in treatment was given to gauze 
packing followed in most instances by an internal 
podalic version. This was done in 354 of the 501 
cases. There were thirty-four abdominal cesarean 
sections, two extraperitoneal cwsarean sections, 
three vaginal hysterotomies, twenty Braxton-Hicks 
operations, forty-three breech extractions, and twen- 
ty-two craniotomies on dead children. The rest 
were forceps and normal deliveries. 

Nothing has contributed more to a successful 
issue in placenta previa as far as the mother is con- 
cerned than blood transfusion. Therefore in all 
cases the mother’s blood group should be determined 
as soon as the diagnosis is established and a satis- 
factory donor should be held in readiness. 

Treatment should be instituted immediately. It 
appears that if the cervix is undilated or only slightly 
dilated, and if the woman is near term and has a 
living child, an abdominal cesarean section rapidly 
performed by a competent operator offers the best 
solution for the mother and child. On the other 
hand, if the child is dead or non-viable, one of the 
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less drastic methods of delivery may be employed, 
Of the latter, the author is inclined to favor tam. 
ponade with iodoform gauze strips. In practically 
all instances, this will control the hemorrhage, 
especially if the membranes are first ruptured. It 
stimulates labor pains, causing dilatation of the 
cervix, and remains in place until it is removed by 
the operator. 
Care should be taken in handling the cervix, as in 
these cases it is very friable and apt to tear. A 
tear favors hemorrhage and subsequent infection. 
The obstetrician should be prepared to give a trans- 
fusion at the time of delivery. If there is any doubt 
at all of its necessity, it should be given without 
delay. Pituitrin and ergot may be used after deliy- 
ery; also uterine packing to aid in contracting the 
uterus. Epwarp L. Cornett, M.D. 


Polak, J. O.: Is Caesarean Section Justifiable in 
Ablatio Placentz? Am. J. Obst. & Gynec., 1924, 
vii, 384. 

Clinical study of a large number of cases of 
ablatio placente has shown that it is possible to 
differentiate between those that can be safely 
treated expectantly and those that require rapid 
infrapelvic delivery or section and hysterectomy. 
The treatment depends largely on the extent of 
the pathology. While today many cases of separa- 
tion show irrefutable evidence of an associated 
toxemia, there are others in which the condition 
cannot be attributed to this cause. 

If the placenta separates completely, retraction 
of the site may not take place as long as the uterine 
contents prevent diminution in the size of the uterus. 
Consequently, instead of thickening, the walls 
become thinner and more atonic as the bleeding 
from the placental site continues and the blood 
accumulates in the space between the membranes 
and the uterine walls, increasing the size of the 
uterus. Hence, continued intra-uterine bleeding is 
demonstrated clinically by an increase in the size 
of the uterus, a rising pulse rate, a persistent fall 
in the systolic blood pressure, a progressive drop 
in the hemoglobin percentage, and_ increasing 
pallor. In such cases prompt surgical intervention 
with coincident blood transfusion is indicated. 

Another typical syndrome which may be readily 
recognized is presented by the pregnant woman at 
or near term, who, after exertion, or without appre- 
ciable muscular effort except perhaps a few uterine 
contractions, is seized with cramp-like uterine pain, 
slight collapse evidenced by nausea, pallor with 
perspiration about the lips, nose, and forehead, 
lowering of the blood pressure, and an increase in 
the pulse rate. On physical examination the uterus 
will be found tense and tender, and may be asym- 
metrical if the blood has accumulated behind the 
placenta (accessory tumor). Vaginal bleeding may 
be apparent with the occurrence of pain or may be 
demonstrated only on vaginal examination with 
raising of the presenting part which liberates the 
accumulated blood clots. 
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A patient presenting this picture should be 
immediately transferred to the hospital and placed 
under observation. If the cervix is effaced or the 
patient is a multipara, the membranes may be 
ruptured and the bulk of the uterine contents dimin- 
ished. From % to % gr. of morphine should be 
administered to relieve the shock and aid in the dila- 
tation, and a tight many-tailed abdominal binder 
applied from above downward to compress the 
uterine wall firmly against the fetal tampon. In 
addition, the vagina should be firmly plugged with 
sterile gauze or cotton moistened with boroglycerid 
which will stimulate the uterine contractions and 
favor dilatation. 

When there are signs of progressive intra-uterine 
bleeding, no infravaginal method of delivery is 
justifiable unless the cervix is already dilated. The 
author formerly delivered women in this condition 
by manual dilatation of the cervix, the use of for- 
ceps, and version, but after the fetus was expelled, 
they sometimes collapsed with a postpartum gush 
so torrential that it was uncontrollable. 

To deliver a dead child, the obstetrician is not 
justified in doing a cesarean section which will 
entail further shock and oozing unless he is prepared 
first to give a transfusion and then to prevent further 
blood loss by hysterectomy. 

In the majority of tragic cases, the unprepared 
cervix offers an obstacle to infrapelvic delivery; 
hence, it has been the author’s plan, after first giving 
a transfusion, to open the abdomen with a long 
median incision and eventrate the uterus. Inspec- 
tion will immediately show whether it requires re- 
moval or can be safely left in situ. The apoplectic 
uterus shows numerous ecchymotic areas and fails 
to contract. As in the presence of such a condition, 
the child is invariably dead, Polak clamps both 
broad ligaments in order to control the uterine and 
ovarian blood supply before he incises the uterus; 
this permits the performance of a bloodless supra- 
cervical hysterectomy. On the other hand, if there 
are fetal heart sounds, if inspection of the uterus 
shows no intermuscular hemorrhages evidenced 
by ecchymotic areas under the perimetrium, and if 
the uterus intermittently contracts, hysterotomy 
in which an intra-uterine pack is left within the 
cavity, is a justifiable procedure. 

Epwarp L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Lankford, B.: A Study of 300 Cases, Private Pa- 
tients, Six Weeks or Longer Postpartum: with 
Reference to the Condition of the Pelvic Floor, 
Cervix, and Fundus. Am. J. Obst. & Gynec., 1924 
Vil, 275. 

In this study of the genital tract, beginning from 
below, the first note was made regarding the .ap- 
pearance of the vulva. In 115 cases they showed no 
gaping; in 139 cases, slight gaping; and in forty-six 
marked gaping. Slight gaping of the vulva seems 
to be normal in parous women and is not associated 


with any uncomfortable symptoms per se. Begin- 
ning cystocele was found in twenty-four cases, begin- 
ning rectocele in ten cases, and cystorectocele in 
twenty-nine. 

The next point noted was the tone and condition 
of the levator muscles. These were judged by their 
thickness, passive resistance to two examining fin- 
gers, and power of voluntary contraction. The leva- 
tors were in excellent condition in 157 cases, in fair 
condition in 102, and in poor condition in thirty-six. 
From the study it appears that when the levators 
are thick and have a fair degree of passive resist- 
ance, and when the voluntary contraction is excel- 
lent or fair, there need be no fear of poor functional 
or anatomical results following labor, as far as the 
pelvic floor is concerned. In the two other classes, 
one may expect trouble and predict the need for 
reparative surgery in the near or not very distant 
future. 

Cervical lacerations were described as follows: 
slight unilateral, eighty cases; deep unilateral, 
thirty cases; bilateral, ninety-nine cases; stellate, 
sixteen cases; and no appreciable laceration, seventy- 
five cases. The cervix was at right angles to the 
vagina in 200 cases and in line with the vagina in 
ninety-six. 

The position of the fundus was classed under three 
heads: forward, 175 cases; mid-position, forty-five 
cases; backward or retroverted, seventy-nine cases. 
The size of the fundus was estimated as normal in 
212 and as larger than normal in eighty-five. The 
consistency was taken to be normal in 237, boggy 
in eighteen, and tender in thirty-five. The uterus 
was found to be mobile in 284 cases and immobile 
in eleven. When it was immobile the fundus was 
held back so tightly (probably by adhesions) that 
it could not be brought forward by a safe degree of 
force in the manipulation used, or was so tender or 
so painful that it was deemed best not to persevere 
in the effort to replace it at that time. 

Epwarp L. M.D. 


De Saint-Blaise, G. B., and Joanny, J.: The Treat- 
ment of Generalized Forms of Puerperal In- 
fection (Le traitement des accidents septiques 
puerpéraux non localisés). Gynécologic, 1914, xxiii, 
65. 

The treatment of puerperal infection has under- 
gone considerable change during the last five years. 
Curettage is now very seldom performed and intra- 
uterine injections have been practically abandoned 
because of the frequency with which they are fol- 
lowed by a reaction. 

In a search made at the St. Antoine Maternity 
Hospital, Paris, for a simple method of treatment 
devoid of danger and requiring no special labora- 
tory equipment, neo-arsphenamine was given a trial. 
This article is based on the results in 268 cases in 
which it was used in a period of twenty months. It 
was found of value only in cases with symptoms of 
general infection. Peritonitis and vulvar infections 
with moderate fever were not benefited. The contra- 
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indications to the treatment are the usual ones for 
nec-arsphenamine. Generally 0.10 gm. was given 
every other day as long as the symptoms of infec- 
tion persisted and about five injections were sufficient. 

The mortality during the eight months in which 
arsphenamine was used was distinctly lower than in 
former years from the standpoint of both the total 
number of deliveries and the total number of cases 
of infection. 

The total mortality for the service over a four- 
year period was as follows: 1920,0.48 per cent; 1921, 
0.41 per cent; 1922, 0.27 per cent; and 1923, 0.04 per 
cent. The mortality in the cases of infection was: 
1920, 8.08 per cent; 1921, 4.57 per cent; 1922, 2.87 
per cent; and 1923 (eight months), 0.50 per cent. 

The influence of neo-arsphenamine on the course 
of puerperal fever is due probably to a bactericidal 
action exerted particularly on the streptococcus. 
This hypothesis is strengthened by the reports of 
two American investigators, Allison and Caps. 
Allison found that in vitro a 1:3,000 solution of 
arsphenamine exerted a bactericidal action on the 
streptococcus and that weaker solutions had an 
inhibitory effect. Caps reported six cures of malig- 
nant streptococcic endocarditis obtained by means 
of large doses of sodium cacodylate. 

ALBERT F, DeGroat, M.D. 


Piper, E. B.: The Treatment of Puerperal Septi- 
cemia. Surg. Clin. N. Am., 1924, iv, 177. 


The author divides cases of puerperal infection 
into four groups: 
1. Cases of puerperal infection. 


These include 
all cases in which a sudden rise in the temperature 
with the usually associated symptoms occurs during 
the puerperium. 

2. Cases of puerperal sapremia. In this group are 
cases in which the evidence of infection is due 
probably to the absorption of the toxins of putre- 
factive bacteria. 

3. Cases of puerperal sepsis. These are cases in 
which the infection, beginning in the birth canal, 
extends elsewhere by way of the lymph channels or 
the blood stream, or by direct contiguity. 

4. Cases of puerperal septicemia. In this group 
are cases of puerperal sepsis in which the micro- 
organisms are demonstrated in the blood stream. 

The clinical difference between sapremia and local 
infection in the birth canal is that the former will 
clear up almost immediately after the establishment 
of drainage while the latter may persist for a long 
period. All cases of puerperal septicemia are cases 
of puerperal sepsis, but a localized infection of the 
birth canal is not sepsis nor is every case of sepsis 
necessarily a case of septicemia. Septicemia is a 
condition in which the bacteria multiply in the blood 
stream and increase rapidly in virulence. 

In the treatment of cases of puerperal infection 
the first consideration is separation of the case from 
normal obstetrical cases. Fowler’s position should 
be used to favor drainage. If this is not successful, 
the author prescribes an intra-uterine douche of 
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— s solution, weak mercurochrome, or modified 
in’s solution. The patient should be carefully 
ne for signs of blood-stream infection. If these 
appear, a blood culture should be made, but except 
in very severe cases, no intravenous treatment should 
be given until after a positive blood culture has been 
obtained. A positive culture usually shows hemo- 
lytic or non-hemolytic streptococci and _ possibly 
staphylococci. 

The intravenous treatment consists in the i injec- 
tion of a 1 per cent solution of mercurochrome in 
distilled water. The initial dose is from 20 to 30 
c.cm. The maximum dose is 45 c. cm. The initial 
dose is given as soon as a positive culture is obtained. 
The patient will usually react to this with a chill 
followed by a rise in the temperature, red-stained 
diarrhoeal evacuations, hematuria, and the vomiting 
of red-stained vomitus. The chief danger is damage 
to the kidneys. 

After two or three days the patient has recovered 
from the reaction to the first injection and will be 
ready for another, provided the urinary excretion 
has been properly maintained. After the second 
injection and its reaction, there is usually improve- 
ment in the general condition. Localization of the 
infection must then be looked for in order that 
drainage may be established. 

The author believes that the reaction following 
the injections is probably due to the destruction of 
the bacteria as it was noted that the reactive chill 
was usually absent when the blood culture was 
negative. The treatment of the reaction is symp- 
tomatic. Roscoe Jepson, M.D. 


NEWBORN 


Gordon, A.: Meningeal Hemorrhages in the New- 
born and Their Remote Consequences. 4m. 
J. Dis. Child., 1924, xxvii, 303. 

During birth, hemorrhages may occur at different 
levels, either within the nervous tissue itself or 
close to the cranium. In the latter case, the blood 
may be located between the bone and its periosteum 
(cephalhematoma), between the periosteum and 
the dura, or beneath the dura. 

During a difficult labor the frequent changes in 
the shape of the head and the excessive tension over- 
stretch the septa and cause tearing. The tears may 
be complete or incomplete, unilateral or bilateral. 
When the tentorium cerebelli is involved, the tear is 
usually found below its juncture with the falx cere- 
belli. When the falx cerebri is damaged, the teat 
occurs at the level of its middle two-thirds. 

Similar subdural hemorrhages may occur over 
the surface of the cerebral hemisphere during diffi- 
cult labor. In cases of foot presentation they are 
particularly intense. As a rule they occur between 
the layers of the falx cerebri, but this is true less 
frequently than in cases in which the tentorium is 
involved. Occasionally there may be a hemorrhage at 
the base of the brain. The pia-arachnoid seldom tears, 
but when it does, small hematomata are formed. 
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In considering the causes of meningeal hemor- 
rhages it is extremely important to bear in mind the 
immediate and the predisposing factors. Infections 
and intoxications in utero may be directly responsi- 
ble, but the most frequent cause is trauma during 
confinement, such as that resulting from extraction 
of the head last, forceps delivery from a contracted 
pelvis, or presentation of the face or forehead. With 
regard to breech presentation, statistics show that 
tearing of the tentorium occurs in from 70 to 75 per 
cent of fetuses thus delivered. Holland believes that 
in such cases the condition of the tentorium is due to 
the endeavor to effect rapid delivery after version, 
and that if breech delivery is properly managed, 
there will not be sufficient intracranial tension to 
tear the tentorium. 

Meningeal hemorrhage is more frequently sus- 
pected than actually determined during life. The 
condition may cause death within a few hours, but 
if the infant survives, it is in a state of apparent 
collapse with cyanosis, a low temperature, con- 
vulsions, circulatory and respiratory disturbances, 
various palsies, and contractures. When the infant 
succeeds in overcoming the immediate effects of the 
bleeding, the stormy symptoms gradually subside 
and the child enters into a chronic state of physical 
and mental inferiority with a crippled central ner- 
vous system. Diplegia, hemiplegia, spastic para- 
plegia, contractures, athetosic or choreiform move- 
ments, convulsive phenomena, amaurosis, mental 
deficiency or debility of various degrees form a 
syndrome which may be classed with infantile en- 
cephalopathies. This large group includes of course 
mild cases and those in which the damage is pro- 
found. From the standpoint of intellectual develop- 
ment, the child may be an idiot or an imbecile, or 
may present only slight arrest of mental develop- 
ment. The outcome depends on the hemorrhage 
and on the rapidity with which the blood is removed. 

The cause of meningeal hemorrhage is princi- 
pally the tearing of the membranes due to their 
overstretching which leads to rupture of the blood 
vessels. To produce a tear, there must be great 
cranial stress. Since the latter is frequently the 
result of protracted, difficult labor with instrumental 
delivery, the obstetrician should bear in mind that 
the force used in the application of the forceps must 
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not be excessive and must not be applied to the 
wrong diameter of the head as, for example, the 
anteroposterior diameter. In the latter case, the 
vertical elongation of the head is particularly apt to 
cause overstretching and tearing of the meninges. 
Forceps are of value and in many instances have 
saved life, but they have been responsible also for 
injuries to the fetus leading to consequences which 
had a direct bearing on the later physical and men- 
tal development of the child. The preventive aspect 
lies in the consideration of all forces apt to cause 
tearing of the meninges and blood vessels. 

Cases of supratentorial hemorrhage at birth are 
characterized by a bulging fontanel and a group of 
nervous phenomena such as sleeplessness, restless- 
ness, and convulsive seizures. Infratentorial hemor- 
rhage cause depression, apathy, somnolence, early 
cyanosis, vasomotor and respiratory manifestations, 
and rigidity of the neck muscles. Because of the 
anatomical differences, respiratory and other bul- 
bar disturbances will not be observed in supra- 
tentorial hemorrhage. 

In cases of supratentorial hemorrhage cyanosis 
appears late and is not pronounced, but in cases of 
infratentorial hemorrhage it appears early and is 
very pronounced; in the former, the anterior fontan- 
el is bulging while in the latter it shows slow dis- 
tention. 

In infratentorial hamorrhage lumbar puncture 
may be of considerable benefit. Frequently the 
withdrawal of spinal fluid must be repeated. In 
supratentorial hemorrhage lumbar puncture is of 
little avail as the blood cannot reach the sub- 
arachnoid cavity easily. Operation is almost the 
only treatment. Early craniotomy is indicated. 
Favorable results can be expected only when opera- 
tion is performed within a few days after birth. 
After the clot has produced damage to the cortical 
tissue no relief can be expected. 

It seems logical to conclude that in all cases indi- 
cating increased intracranial pressure at birth, lum- 
bar puncture should be resorted to at once, before a 
definite localizing diagnosis is made, since in cases of 
infratentorial hemorrhage it is of definite thera- 
peutic value and in cases of supratentorial hamor- 
rhage it establishes the diagnosis promptly. 

Cart H. Davis, M.D. 
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GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Collett, A.: Genito-Suprarenal Syndrome (Supra- 
renal Virilism) in a Girl 114 Years Old, with 
Successful Operation. Am. J. Dis. Child., 1924, 
XXVii, 204. 

The author reviews the literature, beginning with 
two cases described by Hippocrates. 

With Apert, he distinguishes five types of hyper- 
epinephry depending upon the age at which the 
condition appears. All are characterized by marked 
hypertrichosis, excessive growth of fat tissue, early 
development of the body, and disturbances of the 
genital functions. 

Type 1. Hyperepinephry of the embryonal period. 
In the embryonal period the individual becomes a 
hermaphrodite, internally female and externally 
masculine. There is marked hypertrophy of the 
suprarenal glands. 

Type 2. Hyperepinephry during the fetal period. 
In this type the anomaly is less pronounced but 
there is no doubt as to the sex. The clitoris is large, 
the uterus and ovaries are atrophied, and hyper- 
trichosis is present. The hyperplasia of the supra- 
renal gland probably dates from the later period of 
fetal life. 


Type 3. Hyperepinephry of the prepuberty pe- 


riod. In this type there is abnormal body develop- 
ment with pubertas precox, adipositas, hypertri- 
chosis, and partial hypertrophy of the clitoris. 


Type 4. Hyperepinephry of maturity. Men- 
struation stops and marked adipositas and hyper- 
trichosis are present. 

Type 5. Hyperepinephry during the period just 
before and after the menopause. The clinical pic- 
ture is indistinct. There is marked adipositas with 
disturbance of the genital functions and metror- 
rhagia, but without hypertrichosis. 

It is generally believed that tumors of the supra- 
renal medulla are never accompanied by changes in 
the sex characteristics. Such changes are commonly 
attributed to hyperactivity of the cortex which is 
believed to govern the growth of the body and the 
development of the secondary sex characteristics. 

The child whose case is reported by the author 
showed marked changes when next examined four- 
teen months after the operation. Collett believes 
this to be the first case on record in which a child 
survived the removal of a tumor causing the genito- 
suprarenal syndrome. This child’s prospects of at- 
taining adult age seem good. Joun P. O’Net, M.D. 


Mertz, H. O.: A Study of the Pelves of the Double 
Kidney. J. Urol., 1924, xi, 259. 


As a rule the single complete urological examina- 
tion will show all abnormalities present, but occa- 


sionally a double ureter or a double kidney is over- 
looked. Of a series of thirty double kidneys, seven 
were not recognized or were found only after re- 
peated examinations. As a rule it was the caudal 
pelvis which was catheterized as the ureteral 
orifice occupied the area in which the single orifice is 
usually found. The cases reviewed by the author 
include also seven cases of bifid ureter; the catheter 
entered the caudal pelvis in five. 

Usually the caudal pelvis is the larger and more 
nearly approaches the single pelvis. The superior 
major calyx may or may not be present. The 
cephalic pelvis may consist of one major calyx with 
but one papilla or may resemble the pelvis of a 
normal kidney. In five of the cases reported the 
cephalic pelvis was equal to, or better developed 
than, the caudal pelvis. In one case it closely re- 
sembled the normal. It may pass upward and in- 
ward, upward and laterally, outward, or downward 
and outward. 

The pelves of the double kidney are always 
situated one above the other and are separated by 
kidney substance. A communication between the 
calyces is unusual. The cephalic pelvis is closer 
to the spine than is the caudal pelvis. Ptosis is 
rare. 

In a study of bilateral pyelograms made in 112 
cases of apparently single kidneys a marked uni- 
formity of the two kidneys was found. In cases of 
bifid pelves the uniformity was less marked. If only 
one pelvis of a bifid kidney is injected, an area of 
kidney substance greater than the apparent area 
drained by the calyces present suggests double kid- 
ney. A small pelvis in a rudimentary single kidney 
and an isolated diseased calyx which is not shown in 
the pyelogram may be confusing. 

The article contains a number of pyelograms 
illustrating the various types of double pelvis. 

D. Pickreti, M.D. 


Hinman, F., and Morison, D.M.: A Comparative 
Study of the Circulatory Changes in Hydrone- 
phrosis, Caseocavernous Tuberculosis, and 
Polycystic Kidney. Preliminary Report. J 
Urol., 1924, xi, 131. 

The material for study was obtained at operation 
and autopsy. The specimens were irrigated through 
their arteries with normal salt solution and then 
injected with a 60 per cent barium sulphate sus- 
pension in gelatin at a pressure of 250 mm. Hg. 
After fixation in formalin the kidneys were stereo- 
scopically X-rayed entire, and then sectioned and 
again X-rayed. Care is necessary in the use of this 
method to avoid the production of changes suggest- 
ing pathology. Material so treated may be sub- 
mitted to routine pathological study. 
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Brief reference is made to the normal circulation 
in the human kidney in order that the pathological 
circulatory changes described may be properly ap- 
preciated. The principal branches of the renal ar- 
tery divide in the sinus renalis into smaller branches 
which enter the parenchyma between the lobes of 
the kidney—the interlobar arteries. These pass up 
along the walls of the calyces and the sides of the 
pyramids to their bases, and end by arching over as 
the arcuate arteries. Convergence of the interlobar 
arteries tends to form a dome over the base of each 
pyramid. From the convexity of thisdome numerous 
fine branches—the interlobular arteries—are given 
off into the cortex. These vessels run parallel to each 
other and at right angles to the surface of the organ. 
From the concavity of the dome fine arterial radi- 
cals—the arteria recte—descend between the 
tubules of the medulla. As the interlobular arteries 
are the parent vessels of the glomeruli, the presence 
or absence of these vessels is an indication of the 
amount of functioning cortex that is present. 

In uncomplicated hydronephrosis in man, early 
pressure forces the apex of the pyramid back out of 
the pelvis. Later the pyramid becomes compressed 
on its base, thereby involving the parenchyma of 
the cortex. The blood vessels running in the same 
direction become shortened and tortuous. The 
arteria and vene recte of the medulla suffer first 
and the interlobular vessels next. The peripheral 
glomeruli appear compressed whereas those situated 
more deeply become larger. As the medulla recedes 
before the distending pelvis, the arterie# recte are 
necessarily affected first and their glomeruli gradu- 
ally yield. 

As the calyces dilate, the interlobar trunks and 
the arcuate vessels become stretched and the diame- 
ter of their lumina is diminished whereas the finer 
interlobular branches which pursue a course radial 
to the source of pressure soon pass from a stage of 
shortening to complete obstruction. By progressive 
dilatation the calyx becomes a thin-walled sac, over 
and around which course attenuated and greatly 
lengthened interlobular and arcuate trunks, the 
sole remnants of the vasculature of a renal lobe. 

As a result of the reduction in caliber of the main 
trunks due partially to pressure but mainly to 
stretching there is a diminution in the blood supply 
to the cortex which produces a partial anemia of 
the cortical parenchyma. This tends to lessen 
normal tissue tone and favors relaxation and dilata- 
tion. 

In caseocavernous tuberculosis of the kidney, 
dilatation occurs as the result of obstruction of a 
calyx, the ureter, or the pelvis. Accompanying the 
process of distention is the factor of infection. The 
vessels in the immediate neighborhood of a tuber- 
culous focus develop endarteritis obliterans which, 
in the barium sulphate preparations, is evidenced 
by areas of non-injection. These more intimate 
changes produced by pathology in the vessel walls 
are masked if the picture passes from one of pri- 
mary infection to that of secondary hydronephrosis. 
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With regard to the polycystic kidney, the authors 
state that in the finer vascular arrangement the 
progressive cystic change causes an alteration of 
compression rather than displacement. The multi- 
plicity and generalized distribution of the cysts pre- 
vent any marked deviation or displacement of the 
main renal vessels, but subjects them to compres- 
sion and elongation. In the interlobular branches 
compression is more marked. In the final stage no 
interlobular vessels describing a normal course 
can be identified. Coincidently there is complete 
atrophy of the functioning tissue. In the poly- 
cystic kidney the fetal type of circulation is main- 
tained, a fact supporting the hypothesis that the 
condition is of embryonic origin. 

H. A. Fowrer, M.D. 


Johnson, F. P., and Hill, J. H.: Gonococcal Infec- 
tion of the Kidney and Criteria for Its Diag- 
nosis. J. Urol., 1924, xi, 177. 


From the James Buchanan Brady Urological 
Institute the authors report a case of gonococcus 
infection of the kidney associated with blocking of 
the ureter and resulting hydronephrosis and hydro- 
ureter. Reference is made to the literature which 
contains the reports of twenty-eight cases; in 
fifteen of these the diagnosis was based upon cul- 
tural study, while in thirteen it was made from 
direct smears alone. The authors emphasize the 
point that such methods are inadequate for the 
accurate identification of the gonococcus and stress 
the necessity of differentiating the meningococcus, 
gonococcus, and micrococcus catarrhalis. 

The gonococcus may be identified by: (1) its 
appearance in a Gram-stained smear of the ma- 
terial from which it is isolated; (2) its cultural 
characteristics; (3) its biochemical reactions; and 
(4) its immunological reactions. The first two con- 
stitute the presumptive evidence but one of the 
last two must be included for a positive differential 
identification. By cultural methods identification 
may be narrowed to the gonococcus, the menin- 
gococcus, and unknown neisseria. It should be 
noted in connection with cultural characteristics 
that growth on ordinary media without enrichment 
with body fluids may not be conclusive negative 
evidence in the identification of the gonococcus. 
Positive proof should be obtained by fermentation 
tests. With properly prepared media the fermenta- 
tion of dextrose alone may be considered conclusive 
evidence that the organism in question is the gono- 
coccus. The fermentation of both dextrose and 
maltose places the organism in the meningococcus 
group. 

The case reported was that of a boy of 17 years 
who was admitted to the hospital with severe pain 
in the right side of the abdomen. Six weeks pre- 
viously he had had an acute attack of gonorrhoea. 
One week before his admission to the hospital he 
had occasional pains in the right lumbar region. 
The night before admission he suffered with in- 
creased abdominal pain, nausea, and vomiting. A 
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diagnosis of appendicitis was made. The tempera- 
ture was 101.8 degrees F. The abdomen showed 
marked rigidity, particularly on the right side where 
it extended to the renal area. There was a thick 
yellow discharge from the urethra. A leucocytosis 
of 18,000 was found. The condition grew rapidly 
worse. 

Exploration revealed marked distention of the 
renal pelvis and a ureter about 2 in. in diameter. 
Incision of the pelvis was followed by the escape 
of from 1,000 to 1,500 c.cm. of clear urine. A 
bougie met some resistance in the ureter but passed 
to the bladder. There was no grating from stone. 

When the patient was discharged thirty-two days 
after the operation the wound was healed and his 
general condition was good, but the urine was 
cloudy and contained streptococci. The infection 
was later cleared up by lavage of the renal pelvis 
with silver nitrate. H. A. Fowter, M.D. 


Thomas, G. J., and Regnier, E. A.: Tumors of the 
Kidney Pelvis and Ureter. J. Urol., 1924, xi, 
205. 

The authors report five cases of tumor of the kid- 
ney pelvis and ureter observed by them in the past 
three years. 

CAsE 1 was that of a girl 3% years old. Hama- 
turia followed exposure to cold with wetting of the 
feet. Five days previously the patient had fallen, 
injuring the lumbar region. On cystoscopic examina- 
tion under general anesthesia the bladder appeared 
normal. No urine was seen coming from the left 
ostium but clear urine issued from the right. Cathe- 
ters were passed to the kidneys with difficulty. The 
urine from the left kidney was bloody; that from 
the right was clear. Bilateral pyelograms were made. 
The left pelvis was found enlarged; the calyces were 
dilated and the ends clubbed. The right pelvis was 
normal. The clinical diagnosis was: (1) trauma with 
bleeding causing acute hematonephrosis, (2) con- 
genital cyst or other anomaly with bleeding from 
trauma, (3) neoplasm of the pelvis of the kidney 
causing hematonephrosis. 

A left lumbar incision revealed a large very ad- 
herent kidney with a greatly distended pelvis. When 
the organ was freed, the pelvis ruptured, filling the 
wound with blood and tumor material. The ureter 
was tied, the pedicle ligated twice, and the tumor 
removed. The pathological diagnosis was malignant 
papilloma of the kidney. Radium was applied 
through the incision several times. Metastases were 
formed in the bowel. Death occurred four months 
after the operation. Permission for autopsy could 
not be obtained. 

CASE 2 was that of a man 60 years of age who had 
had hematuria at intervals for twenty months. On 
cystoscopic examination the bladder was found filled 
with clots. The left ureteral orifice was normal, but 
the right orifice was filled with a clot. Indigocarmine 
excretion was normal on the left side but delayed on 
the right. The pyelogram of the right kidney re- 
vealed the insertion of the ureter % in. outside the 


inner border of the pelvic shadow; the ureteropelvic 
juncture was not broad. The tumor had grown 
toward the spine away from the kidney proper, 
deforming the renal pelvis. A left lumbar incision 
was made and the kidney was removed with great 
difficulty. The pelvis was three times the normal 
size, but the kidney was not enlarged. Upon section, 
the tumor was found filling the pelvis. The patho- 
logical diagnosis was papillary carcinoma of the 
renal pelvis. 

CASE 3 was that of a man 55 years of age who 
complained of swelling of the left thigh, leg, and 
foot, swelling of the lower part of the abdomen, and 
pain in the left loin. There was no hematuria, 
polyuria, or other urinary symptom. The patient 
died in the hospital before surgery was attempted. 
Autopsy revealed a large left kidney with constric- 
tion of the left ureter 6 cm. from the pelvis. Both 
ureters were occluded by tumor tissue. The bladder 
showed numerous nodes in the mucosa. The prostate 
was negative. All glands were enlarged and there 
was obstruction of the rectum. 

CasE 4 was that of a woman 23 years of age with 
hematuria of fifteen months’ duration. Cystoscopic 
examination revealed normal ostia. Blood issued 
from the right ostium, but the urine from the left 
was clear. The catheter passed up the right ureter 
with difficulty. The pyelogram of the right pelvis 
showed marked dilatation, effacement of the minor 
calyces and a broad ureteropelvic juncture. Ne- 
phrectomy on the right side revealed a tumor 
filling the entire pelvis. The pathological diagnosis 
was papillary adenocarcinoma of the clear-cell type. 
Uneventful recovery resulted. 

CASE 5 was that of a male who had had hama- 
turia for one month. Cystoscopic examination re- 
vealed a papilloma of the bladder, the left ureter, 
and the left kidney pelvis. Nephrectomy, ureterec- 
tomy, and removal of the bladder section of the 
ureter were done. Recovery followed. 

H. W. E. Wattuer, M.D. 


Caulk, J. R.: Calculous Anuria. Aflantic M.J., 1924, 
XXVii, 401. 


The causes of retention or suppression of urine 
are stone in both kidneys or in one when the other 
is absent or when there is only one ureter; complete 
destruction due to disease; congenital deficiency; 
or reflex inhibition. When the ureter is suddenly 
obstructed, the kidney becomes engorged, cedema- 
tous, and enlarged. Anesthetics and the passage of 
the ureteral catheter may cause kidney inhibition, 
but usually this effect is transitory. True reflex 
inhibition of renal secretion is very rare. An animal 
with both ureters ligated will die in from four to 
five days, but human beings have lived for twenty- 
six days with complete anuria. Some persons are ill 
from the moment anuria begins, while others appeat 
perfectly well until urzmia sets in. 

Early diagnosis is essential. The blockage may be 
relieved by ureteral catheterization, the case thereby 
being made a better operative risk. Sometimes 
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after such treatment the stone will pass spontan- 
eously and operation will be unnecessary. 

The two methods of treatment are cystoscopy 
and surgery. Atropine, benzyl benzoate, and large 
quantities of fluids should be given by mouth. 
Watchful waiting is contra-indicated. Large stones 
may be removed at once, but the risk is minimized 
if the block can be passed and the tension relieved. 
If this cannot be done, immediate operation is 
necessary. BENJAMIN F. Rotter, M.D. 


Turley, L. A., and Steel, J.: Multiple Miliary Ad- 
enomata of the Kidney Cortex. J. Am. M. Ass., 
1924, Ixxxii, 857. 


This article reports a case in which the kidney 


condition was that of chronic senile atrophy and 
miliary adenomata. Both kidneys were smaller than 
normal and the surface of each was covered with 
small white spots immediately beneath the capsule 
which varied in size from that of a pin point to that 
of a pea. 

The authors believe that these tumors arose from 
the glomeruli. They draw this conclusion because 
the general shape and appearance was that of a 
glomerulus, the tumors consisted of branching and 
anastomosing capillaries such as those seen in a 
normal glomerulus, there was a definite capsule 
around the structures, and in some cases there were 
atypical tubules leaving the structure which were 
representative of the proximal convoluted tubule 
leaving a normal glomerulus. 

Harry W. PLAaGcGeMEYER, M.D. 


Ettorre, E.: Ureteral Papillomatosis (Papillomatosi 
ureterale). Policlin., Rome, 1924, xxxi, sez. chir., 
12. 

Ettorre reports a case of ureteral papillomatosis in 
aman 63 years of age. The chief symptom of the 
condition was intermittent hematuria. After a 
thorough urological examination a diagnosis of 
tumor of the right kidney was made and a nephrec- 
tomy was performed. On section of the removed 
kidney a pedunculated papilloma the size of a small 
nut was discovered in the lower part of the renal 
pelvis. The tumor was benign in appearance and 
did not penetrate the pelvic wall deeply. 

The patient remained in good health for a time 
after the operation but ultimately the hematuria 
recurred. On cystoscopic examination the right 
ureter was found to be papillomatous. At a second 
operation the right ureter was removed almost 
entirely. Three months later diffuse papillomatosis 
was found in the bladder. 

Microscopic examination of the removed papil- 
lomata revealed malignancy. 

Ettorre concludes that if, at nephrectomy, the 
papilloma is found in the renal pelvis, the ureter 
should be removed at the same operation. When 
the papilloma is in the ureter, iliac ureterectomy 
with nephrectomy is indicated. In cases of papil- 
lomatous changes in the bladder, radium therapy 
should be employed. W. A. BRENNAN. 


BLADDER, URETHRA, AND PENIS 


Fordyce, A. D., and Capon, N. B.: ‘Idiopathic’’ 
Hypertrophy of the Bladder. Brit. J. Child. Dis., 


1924, XXi, I. 


The case reported by the authors was that of a 
12-year-old boy with enuresis night and day, leth- 
argy, constipation, and great thirst. The urine 
contained mucus resembling the white of an egg. 
The postmortem examination revealed marked hy- 
pertrophy of the kidneys, ureters, and bladder. The 
transitional epithelium of the bladder had been re- 
placed by columnar epithelium. The authors believe 
that the hydronephrosis may have been caused by 
the excessive quantity of mucin, and that the mucin 
may have been formed by the abnormal columnar 
epithelium. Tuomas F. Frvecan, M.D. 


Wolferth, C. C., and Miller, ‘I. G.: Necrosis and 
Gangrene of the Urinary Bladder: Review of 153 
Cases Including Nineteen Not Previously Re- 
ported. Am. J. M. Sc., 1924, clxvii, 339. 


The authors state that necrosis of the urinary 
bladder is not as rare as might be assumed from the 
literature. The signs are hematuria, a foetid odor, 
and the presence in the urine of bladder tissue or 
mucopus. It may be impossible to empty the full 
bladder by catheterization, and the flow of urine may 
be interrupted by plugging of the catheter by the 
exfoliated membrane. In the diagnosis, the con- 
dition must be differentiated from pseudo-mem- 
branous cystitis. 

Of 153 persons with this condition whose cases 
are reviewed by the authors, sixty-five lived and 
eighty-four died. In four of the case reports the 
outcome is not stated. 

In males, cystotomy may be done if the general 
condition will allow it. In females a more conser- 
vative treatment may be given because of the short- 
ness of the urethra. 

In most cases the condition seems to be due to 
infection, circulatory disturbances, a chemical irri- 
tant. Tuomas F. Finecan, M.D. 


Lanman, T. H.: Indications and Contra-Indications 
for Circumcision in Children. Boston M.&S.J., 
1924, cxc, 628. 


The generally accepted indications for circum- 
cision in the cases of young children are a long re- 
dundant foreskin, irritation about the genitals, bal- 
anitis, enuresis, masturbation, and nervousness. A 
large foreskin, adhesions, and phimosis are not ab- 
solute indications because the adhesions can be 
separated, the phimosis can be overcome by dilata- 
tion, and the organ can be kept healthy by proper 
toilet. When the penis is very small and the supra- 
pubic fat pad very large, postoperative cleanliness is 
difficult; therefore the operation should be post- 
poned. In cases which show irritation about the 
genitalia, circumcision is contra-indicated. The 
lesions are caused by the ammoniacal diaper, and 
troublesome complications may follow ill-advised 
operation; at best, the lesions will re-appear. A true 
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balanitis due to gonorrhcea is an absolute indication 
for a dorsal slit and subsequent circumcision. 

Coke has found that the etiological factor in 
lesions caused by the ammoniacal diaper is a bacillus 
ammoniagenes which acts on the urea and is found 
inthe stools. It acts only in the presence of an alkali. 

Circumcision is of questionable value for the cure 
of enuresis. 

In the very young, masturbation can be prevented. 
Later, circumcision may become necessary, not only 
to remove the irritation which leads to handling of 
the penis, but to break the habit. 

Circumcision is often of great aid in maintaining 
cleanliness but is seldom indicated absolutely. The 
best time for the operation is after the child has 
ceased to wear a diaper and before he goes to school. 

BENJAMIN F. Rotter, M.D. 


GENITAL ORGANS 


Judd, E. S., and Meeker, W. R.: The Value of 
Sacral Nerve Block Anzsthesia in Surgery of 
the Prostate Gland and Bladder. J. U’rol., 
1924, Xl, 395. 

The chief dangers to be avoided in prostatectomy 
and resection of the bladder are pneumonia, hemor- 
rhage, shock, pyelonephritis, uremia, and sepsis. 
In recent years these complications have decreased 
greatly, principally as the result of adequate pre- 
operative preparation, more accurate surgical tech- 
nique, more careful postoperative care, and improved 
methods of inducing anesthesia. The choice of the 
type of anesthesia need offer no difficulty when the 
patient is in good general condition and a good 
surgical risk, but in cases in which the usual com- 
plications of an enlarged prostate or malignant 
growth of the bladder are present local anesthesia 
is desirable in order to eliminate the extra burden 
imposed on the vital organs by a general anesthetic. 

Anesthesia of the prostate induced by peripros- 
tatic injections through the bladder was_ tried 
first. The abdominal wall and bladder dome were 
infiltrated as for cystotomy. Prostatic anaesthesia 
induced by periprostatic injections through the 
perineum was next recommended. Later, pudic 
nerve block was added to this technique. The suc- 
cess of these methods depends upon operative gentle- 
ness in the enucleation and the ease with which the 
prostate may be shelled out from its capsule. The 
pulling and tearing necessary for enucleation is often 
transmitted beyond the anasthetized area suffi- 
ciently to cause intolerable pain. These methods 
do not cause anesthesia of the bladder, which is 
always desirable and often necessary if exploration 
of the bladder must be done or there is also a surgical 
lesion of the bladder. 

A better quality of anesthesia without the in- 
convenience and decreased asepsis of perineal infil- 
tration is obtained by combining sacral anaesthesia 
with direct infiltration through the bladder when 
necessary. As a rule, anesthesia of the bladder also 
is produced by this method. A still more efficient 
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operative anesthesia of the entire pelvic floor and 
viscera is obtained by combining a low epidural 
injection for the fifth sacral and anococcygeal 
nerves with transsacral block of the upper four 
pairs of sacral nerves. In the average case an injec- 
tion of from 20 to 25 c.cm. of a 1 per cent novocaine- 
adrenalin solution is made into the sacral canal, and 
this is followed by injections into the four postero- 
lateral foramina on each side. The greatest amount 
of solution is injected into the first foramen and the 
quantity reduced by 1 c.cm, for each successive 
foramen, the amounts being 7, 6, 5, and 4 c.cm. 
respectively. For complete physiological block, 
from 60 to go c.cm. of a 1 per cent solution are 
required. In all cases 10 drops of adrenalin to each 
roo c.cm. of solution are used. 

Anesthesia of the suprapubic region is induced by 
field block. Greater muscular relaxation results 
than when infiltration of the line of incision is 
employed. This procedure facilitates the use of 
retractors and results in better exposure. From 125 
to 175 c.cm. of a 0.33 per cent novocaine solution 
are necessary, depending upon the size and obesity 
of the patient. 

In the first 100 cases in which this method of in- 
ducing anesthesia was employed there were sixty- 
two primary prostatectomies and fifteen secondary 
prostatectomies unassociated with other operative 
procedures. Primary prostatectomy and excision of 
bladder diverticula were performed three times, 
primary prostatectomy and resection of bladder 
tumors were performed twice, and_transvesical 
resection of bladder tumors was done eight times. 
Transperitoneal resection was performed in one 
case and cautery excision of bladder tumors in two. 
Six cases of inoperable carcinoma of the bladder 
were explored and radium was inserted in three. 
In one case, bladder stones were removed and a 
retrograde dilatation of the urethra was done. In 
another, the bladder and prostatic bed were explored 
for obstruction. In ninety-three cases the anaesthesia 
was sufficient for the conclusion of the operation, 
but in the remaining seven the addition of short 
inhalation narcosis was necessary. Intolerable pain 
was more apt to be experienced in the more exten- 
sive resections of the bladder. The postoperative 
mortality in the entire series was 3 per cent. 


MISCELLANEOUS 


Lowsley, O. S., Kingery, L. B., and Clarke, H. C.: 
The Surgical Significance of Certain Abnor- 
malities of the Urinary Tract. J. Urol., 124, 
293- 

In a series of 4,215 consecutive autopsies per- 
formed by one of the authors, one or more congenital 
defects of the kidney or ureter were found in sixty-two. 
In all cases, the kidneys, ureters, and pelvic genito- 
urinary organs were removed en masse and the 
ureters then catheterized from the lower end. Some 
form of anomaly was found in 1.47 per cent of the 
cases examined. 
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Race seemed to be of little, if any, importance 
in the incidence of abnormality. The ages ranged 
from birth to 60 years; the large majority of the 
subjects were between 20 and 60 years. Most of 
the deaths were due to causes unrelated to the con- 
genital defects. 

Following the scheme of Dorland, the defects 
noted were divided into four classes: 

1. Variations in form and size. Congenital 
absence of the kidney was found twice in the 4,215 
cases. In four cases, extreme congenital atrophy of 
one kidney almost to the point of destruction was 
present. Marked congenital atrophy, i.e., a fibro- 
cystic mass of small size, was found in ten. Six 
cases showed extreme congenital cystic degeneration 
of the kidneys forming large masses. In all, there 
were twenty-two cases in which nephrectomy would 
have been contra-indicated under any conditions. 

2. Fusion of the kidneys. The fused or horseshoe 
kidney was found in seven cases, an incidence of 
1:600. In every instance the hilum presented an- 
teriorly and slightly upward. The malposition 
was marked, the kidney being situated low in the 
abdomen or the pelvis. 

3. Variation in location. A pelvic kidney was 
found in thirteen cases. In fifteen, there was con- 
genital dystopia, unilateral or bilateral. A low posi- 
tion in the right or left iliac fossa or sacro-iliac 
region was found in twelve cases. 

4. Variations in the pelvis, ureter, and blood 
vessels. Division of the pelvis was found in all 
cases presenting multiple or branched ureters. A 
bilateral partial reduplication of the ureters was 
present in three cases and unilateral partial redupli- 
cation in seven. Complete unilateral doubling of 
the ureter was found in eight. No case showed com- 
plete bilateral doubling. Complete absence of the 
ureter was discovered in two cases, and extreme 
atrophy in eight. All dystropic kidneys had short 
ureters. In all, there were forty cases presenting 
some form of variation, about one in every 100 ex- 
amined. Variations in the number and origin of the 
renal artery were noted in forty cases, while in 
twenty-five there was some abnormality of position 
and origin of the veins. 

The authors discuss these conditions from the 
standpoints of embryology, diagnosis, clinical 
aspects, and treatment. In conclusion they report 
eleven cases which were found in approximately 800 
cystoscopic examinations. Joun P. O’Nem, M.D. 


Bumpus, H. C.: Genito-Urinary Tuberculosis. 
Minnesota Med., 1924, vii, 146. 


Since genito-urinary tuberculosis occurs most fre- 
quently between the ages of 20 and 4o years, the 
symptoms of cystitis during this period of life should 
always arouse the suspicion of tuberculosis. Uri- 
nary sediment should be stained for the bacilli of 
tuberculosis as frequently as the sputum is thus 
examined. 

The genital tract is involved in 70 per cent of per- 
sons with tuberculosis of the urinary tract; there- 


fore it should be thoroughly examined when tuber- 
culosis of the urinary tract is suspected. A nodular 
prostate and enlarged epididymis in a patient with 
intractable cystitis makes a diagnosis of tuberculosis 
highly probable. 

There is no uniformity of opinion concerning the 
treatment of tuberculosis of the genital tract. Some 
surgeons advise the removal of the entire seminal 
tract, including the epididymis, the vas, the pros- 
tate, and the vesicles, because in 50 per cent of 
cases, if the condition is allowed to go unchecked, 
it becomes bilateral. Other surgeons have observed 
that removal of the epididymis alone is followed by 
quiescence of the infection in the vesicles and pros- 
tate. This has been the experience at the Mayo 
Clinic. Care should be taken not to operate too 
soon after the onset of tuberculosis in the genital 
tract since there is a greater chance of resulting 
miliary or meningeal tuberculosis if operation is 
performed while the infection is subacute. 

In 20 per cent of cases the tuberculous areas in 
the kidneys early become the site of lime deposits, 
and multiple small shadows in the pyelogram, re- 
sembling those that would be cast by particles of 
sand, indicate renal involvement. As the disease 
advances, the areas of calcification become larger 
and may make it difficult to distinguish between 
tuberculosis and stone formation. The tuberculous 
process in the parenchyma of the kidney breaks 
through and destroys the normal contour of the 
wall of the pelvis and calices, producing the char- 
acteristic irregular ‘‘moth-eaten” appearance in the 
pyelogram. So characteristic of tuberculosis is this 
deformity that any pyelogram which shows either 
the upper or lower calices irregularly filled and a 
tendency for the pyelographic medium to exude into 
the cortex should at once suggest the possibility 
of tuberculosis. 

If these pyelographic findings are associated with 
dilatation of the ureter and unilateral infection, the 
diagnosis of tuberculosis is most probable. In most 
cases it will be found unnecessary to resort to pyelo- 
graphy as the cystitis resulting from tuberculosis is 
so characteristic that when it is found in a patient 
with unilateral infection it is pathognomonic. In 
certain cases ulcerations in the ureter early in the 
disease result in strictures that entirely occlude the 
lumen, this producing what has become known as 
‘“‘autonephrectomy.” Probably these cases include 
the only cases of renal tuberculosis in which recovery 
results except those in which surgical treatment is 
given. The removal of such kidneys might not be 
necessary if it were certain that they would remain 
encysted, but when once the diagnosis of renal tuber- 
culosis has been made and the adequacy of the op- 
posite kidney has been established, nephrectomy 
is indicated. It is imperative that this be done early 
in order to give the bladder an opportunity to heal 
before too extensive ulceration develops. 

The risk of surgical treatment is not greater than 
that of general surgery. Sixteen deaths resulted from 
678 nephrectomies for tuberculosis performed at 
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the Mayo Clinic between 1894 and 1923, a mortality 
of 2.3 per cent. More than half of the subsequent 
deaths from the disease occur during the first year, 
probably from disease in the remaining kidney which 
it was impossible to detect at the time of operation. 
Recovery results in 80 per cent of the cases. 


Roucayrol, E.: The Bacteriological Diagnosis of 
Recovery from Urogenital Infections (Le diag- 
nostic bactériologique de la guérison des infections 
uro-génitales). J. d’urol. med. et chir., 1924, xvii, 19. 


Roucayrol reviews the current methods of testing 
for gonorrhoea in cases appearing clinically as cured. 
At the present time, spermoculture is the method 
most in favor, but this does not establish the locali- 
zation of a persistent focus. The author describes 
the technique of collecting the urine and the sperm 
from the prostate. 

If nothing is found in the culture tubes at the 
end of forty-eight hours, it is necessary to wait two, 
four, or even six days longer as occasionally the 
results are delayed. If the gonococcus is found, 
diathermy is used and the tests are then made again. 
Several repetitions of the tests may be necessary 
before sterile cultures are obtained. 

Staphylococci may be found apart from the gono- 
coccus. In young and unmarried persons exposed to 
the chance of re-infection, these are probably defen- 
sive organisms and may be regarded as indicating 
an acquired recovery. However, if the patient is 
about to marry it must be borne in mind that the 
wife at the beginning of sexual life is in a most 
unfavorable condition of receptivity. Therefore the 


treatment should be pushed until there is complete 
disappearance of the bacteria and even of the poly. 
nuclears which, in some cases, are found in the 
sperm. 

Roucayrol has the records of cases showing the 
gonococcus either at the beginning or during the 


course of the test treatment and necessitating sixty- 


seven tests. The gonococcus was found in 3 per 
cent of apparently cured cases. This indicates the 
care that must be taken. In thirty cases the cultures 
were sterile after the first test treatment and, in 
eleven, after the second test treatment. 

During the current year the gonococcus was found 
in 17 per cent of apparently cured cases. This 
increase may have been due to the interruption of 
silver nitrate treatment during the test, improve- 
ment in the cultural technique, or a particularly 
severe series of cases. W. A. Brennan. 


Chute, A. L.: Dependent Drainage of the Peri- 
vesical Region. J. Urol., 1924, xi, 365. 


In the described method of establishing dependent 
drainage of the perivesical region a small incision is 
made on one side of the perineum 1% in. from the 
median line and from % to 34 in. below the lower 
border of the symphysis, a long curved clamp is 
introduced from above at the level of the base of the 
bladder, and !4-in. rubber tubing is pulled back into 
the perivesical cavity. 

Dependent drainage is indicated in infections 
involving the loose perivesical tissue, and is more 
effective than upward drainage. 

Tuomas F. Frnecan, M.D 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Avoni, A.: Infectious Myositis (Sulla miosite infet- 
tiva). Chir. d. organi di movimento, 1923, viii, 189. 

Myositis involves exclusively the fibers, sheath, 
and interstitial tissues of striated muscles. Acute 
myositis may be a secondary complication of ty- 
phoid fever or other infection, or a primary condi- 
tion the cause of which is not manifest because the 
organisms responsible come from a more or less 
distant focus. Polymyositis may be associated with 
cutaneous lesions, nerve lesions, vascular distur- 
bances, articular rheumatism, and alcoholism. 
Lorenz believes that all types of myositis are of 
bacterial origin and that in the non-suppurative 
forms the absence of pus is to be explained on the 
basis of the bactericidal action of the muscle juice 
or low virulence of the bacteria. Normal muscle 
tissue is strongly resistant to infection either be- 
cause of its active and assimilative hemolytic pro- 
cesses or the action of the muscle lymph. This re- 
sistance may be broken down by deficient nutrition, 
disease of the nervous system, trauma, fatique, or 
exposure. Cold, forced exercise, trauma, etc. create 
an area of diminished resistance which constitutes 
a favorable medium for the growth of bacteria. 
Dorst found experimentally that forty times as many 
bacteria are required to infect an uninjured limb 
than are necessary to infect a hematoma. Males 
are more often affected with myositis than females, 
probably because they are more often subject to 
muscle fatigue. The condition occurs also more fre- 
quently in the Japanese than in other races. 

The portal of entry or primary focus may be so 
small as easily to escape careful search (acne; fur- 
uncle; eczema; a macroscopically healed scar; slight 
inflammation of the tonsil, gastro-intestinal tract, 
respiratory tract, lymphatic glands, sinuses, middle 
ear, etc.). Normal skin pores and sebaceous follicles 
contain staphylococci. In secondary myositis the 
portal of entry is very evident. 

Myositis may be localized or diffuse and its foci 
may be single or multiple. Acute primary myositis 
runs the course of an infectious disease. Usually it 
terminates in suppuration. Early in the condition 
there is pain. This is soon followed by swelling of 
the involved muscles, fever which may or may not 
be preceded by chills, and a severe general reaction 
such as anorexia, headache, sweats, pain in the 
limbs, and general weakness. In the suppurative 
Stage the reaction may be more severe, being char- 
acterized by high fever, diarrhoea, prostration, 
delirium, and yellowing of the skin. The hard, hot, 
painful, and swollen muscles strongly contract the 
limb into a characteristic posture. Movement is 


limited and the skin is edematous. As suppuration 
develops the center fluctuates and spontaneous 
opening and discharge may result. Rarely the 
disease becomes cured without suppuration. Brunon 
distinguishes three types: (1) a malignant form 
with serious general symptoms, local muscle symp- 
toms that may pass unobserved, and death in 
several days; (2) an acute form lasting from seven 
to ten days, with local disease, abscess formation, 
discharge, and recovery; and (3) a subacute form 
with a local but no general reaction. 

In purulent myositis there may be a large solitary 
abscess, disseminated abscesses, or a diffuse puru- 
lent infiltration. Infection begins in the muscle 
fibers. These become swollen, pale pink, and homo- 
geneous and show fatty, waxy, and hyaline degen- 
eration which goes on to complete necrosis and dis- 
solution of the fibers in the abscess. Ultimately 
the muscle fibers, sheath, and interstitial tissue 
are all involved. In cases of recovery after mild 
inflammation complete muscle regeneration and 
return of function result. After severe infection 
with marked destruction there is a connective tis- 
sue cicatrix which is depressed and adherent, and 
limits function. 

The diagnosis is based on the presence of an 
inflammatory swelling which corresponds to the 
shape of the involved muscle and upon the position 
of the limb due to contraction of the muscle. The 
prognosis depends upon the type of the disease. 
The treatment is surgical. 

The author reports a case of subacute myositis 
of the rectus femoris muscle of the left thigh follow- 
ing a thorn prick of the left middle finger. The 
patient had also an old empyema scar. The infecting 
organism was the staphylococcus pyogenes citreus. 
Recovery followed operative drainage. 

WaLter C. Burket, M.D. 


perman, M.B.: The Treatment of Acute Meta- 
static Arthritis. Med. J. & Rec., 1924, cxix, 306. 


Acute metastatic arthritis is usually secondary to 
a primary focus of infection in some other part of the 
body. The author emphasizes the fact that it is not 
a medical condition and that bony ankylosis will 
result in at least one joint unless the treatment is 
other than that usually given in cases of joint in- 
volvement. Bacteria or their toxins irritate the 
secretory layer of the capsule and produce a serous, 
serofibrinous, or purulent effusion. In the fulmi- 
nant types of arthritis there is rapid destruction of 
every element of the joint. 

The treatment should consist in relieving the 
intra-articular tension by frequent aspiration and 
separating the articular surfaces by traction. The 
joints should be placed at rest during the inflam- 
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matory stages, but subsequently active motion 
should be encouraged early. The débris in a joint 
that has undergone destruction should be removed. 
The author advises cleaning up the primary focus 
of infection and increasing the patient’s resistance 
— of a nutritious diet, medication, and sun- 
ight. 

There should be no hesitancy in aspirating a joint 
if proper asepsis is obtained. The fluid may be 
aspirated as often as every three or four days, and 
should be cultured. 

When the effusion is thick and turbid it may be 
necessary to open and drain the joint and wash it 
out with normal saline solution. If puncture reveals 
pus, the joint should be freely opened with wide 
incisions. Tubes should not be used as they cause 
irritation. Active and passive motion should be 
continued night and day. 

In the forms of arthritis in which all of the struc- 
tures of the joint and bones are involved, the treat- 
ment should consist in exposure of the joint, curet- 
tage, and fixation in plaster with weight extension. 

Two cases with acute metastatic arthritis in the 
hip joint are reported. In the first the patient re- 
covered from a severe septic condition after opera- 
tion. In the other, the arthritis developed after an 
operation for acute mastoiditis and recovery resulted 
following the use of suitable weight extension. ‘These 
are the cases which, when improperly or inade- 
quately treated, result in bony ankylosis with flex- 
ion of the limbs or pathological dislocation of the 
hips. 

In connection with the removal of infected foci 
in the treatment of acute infection arthritis, the 
patient’s resistance must be increased by careful 
pre-operative treatment. Rowert Lonercan, M.D. 


Rubeska, V.: Gonorrhceeal Tendovaginitis During 
the Puerperium (Tendovaginitis gonorrhoica im 
Wochenbett). Ceské dermatol., 1923, v, 63. 


A 34-year-old, primigravida who had been married 
nine years, had three attacks of eclampsia at the end 
of pregnancy. ‘The blood pressure was 135 mm. Hg. 
and the urine showed an albumin content of 0.9 per 
cent. The Stroganoff treatment was instituted. 
During the night the temperature was 39.2 degrees 
C., and in the morning there were recurrent eclamp- 
tic symptoms. Labor was induced (rupture of the 
membranes, Linin) and a child weighing 2,200 gm. 
delivered spontaneously. Ten hours after the de- 
livery the patient’s wrists and ankles became swollen 
and painful. There was no reaction to the injection 
of milk. Treatment with salicylates was also with- 
out effect. The temperature was moderately in- 
creased. Gonorrhoea was suspected in spite of the 
absence of clinical symptoms in the genitalia. Gono- 
cocci were found in the lochia and in the contents of 
the swelling. Phlogetan injections caused no reac- 
tion. Recovery resulted only after intravenous in- 
jections of arthigon which caused a marked reaction. 

The striking features in this case were the early 
onset after delivery, the absence of reaction to non- 


specific proteins, and the unusual localization of the 
infection in the tendon sheaths of the hands and 
feet. The rapid onset and localization may be ex- 
plained by the assumption that, as the result of the 
eclamptic attacks and the associated labor pains, 
the gonococci were carried with placental cells from 
an old decidual endometritis through the lungs into 
the greater circulation and to less resistant parts of 
the body. This theory was favored by the high 
antepartum fever. The cases of Pery and Boursier 
and of Neuburger may be similarly explained. In 
the author’s case the gonorrhceal infection must 
have antedated the pregnancy by many years. 
Gross (G), 


Keller, H.: A Clinical Study of the Mobility of the 
Human Spine: Its Extent and Its Clinical 
Importance. Arch. Surg., 1924, viii, 627. 

The author discusses the anatomy, development, 
and mechanics of the spine, emphasizing particularly 
the action of the smaller muscles in relation to the 
vertebra. He believes that these small muscles are 
very directly concerned in the production of scoliosis 
as he has found that when they are electrically 
stimulated they cause distortion of the spinal 
column. 

Proof is offered that the lumbar region of the 
spine is more mobile than the dorsal region, this 
probably explaining why the former is more often 
the site of the primary scoliotic curve. Keller be- 
lieves that correction of the curvature is best ob- 
tained by traction above and below with the patient 
in the supine position to relax the spinal muscu- 
lature. 

A good peint in the article is the suggestion that 
the spinal muscles may be studied by electrical 
stimulation. Bevertwce H. Moore, M.D. 


Mathieu, C.: Five Cases of Acute Vertebral Osteo- 
myelitis (Ostéomyélite aigué vertebrale 4 propos 
de 5 cas). Rev. de chir., Par., 1924, xliii, 56. 

During recent years Mathieu has seen four cases 
of vertebral osteomyelitis of adolescence, a condi- 
tion which is relatively rare. One earlier case he 
reported previously. 

Vertebral osteomyelitis (infectious spondylitis) 
is of two chief types: (1) the acute type of adoles- 
cence, and (2) the subacute type which is usually 
the result of an infectious disease. Mathieu dis- 
cusses only the first. Only about 100 cases have 
been reported in the literature to date. The condi- 
tion occurs about the ossification centers during 
the growing period from the twelfth to the fifteenth 
year. Two-thirds of the subjects are males. In one- 
fourth of the cases there is a history of trauma. The 
exciting cause may vary. The lumbar region is in- 
volved most frequently (53 per cent of the cases), 
and next, in the order named, the dorsal, cervical, 
and sacral regions. One part of a vertebra may be 
involved alone. The condition tends to spread. 

True gibbus, such as that of Pott’s disease, does 
not occur because severe osteomyelitis rapidly 
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causes death, but a kyphosis due to muscular con- 
traction and a compensatory scoliosis are common. 
Vascular lesions and osteomyelitic abscesses are 
other common complications. 

Death occurs in 46 per cent of the cases from 
invasion of the pleura or spinal canal by pus or 
from pyemic infection. Recovery is usual in cases 
in which the lesion is superficial. When the lesion 
is on the body of the vertebra it is usually fatal. 

The treatment is surgical. The author favors 
wide incision of osteomyelitic abscesses and treph- 
ination of the bone. Many surgeons hesitate to 
attack the vertebral bodies, fearing infection of the 
spinal canal. Grisel, who collected the reports of 
fifty-three operations for vertebral osteomyelitis, 
found that in forty cases the intervention was con- 
fined to incision of the abscess. Mathieu believes 
that resection of the affected bone should always 
be attempted as this is the best method of prevent- 
ing later complications and assuring adequate 
drainage. He therefore recommends: (1) simple 
evacuation and curettage, and (2) a transversectomy, 
a costotransversectomy, or a laminectomy. 

Two of Mathieu’s patients who had _ posterior 
osteomyelitis recovered, one after vaccine therapy 
and the other after operation. Two who died had 
osteomyelitis of the body of a vertebra. One of the 
latter was operated upon and the other treated by 
drainage and vaccines. In those who recovered 
there are no signs of a recurrence. 

W. A. BRENNAN. 


Hundling, H. W.: Ventral Tumors of the Sacrum. 
Surg., Gynec. & Obst., 1924, xxxviii, 518. 

Hundling reports a series of ventral tumors of the 
sacrum. These growths, which are usually encap- 
sulated and attached to the periosteum, tend to 
erode the bone. Many of them arise from the re- 
mains of the lower neural canal and the postanal gut. 

Five patients with ependymal cell glioma were 
operated on at the Mayo Clinic. Their average age 
was 46 years. One patient was entirely well ten 
years after the operation, and one showed improve- 
ment nineteen months afterward but complained of 
disturbance of function of the bladder and bowels. 
One died of recurrence nine years after the removal 
of the growth. An exploration was made in one 
case but it proved inoperable and the patient died 
fourteen months later of intestinal obstruction. One 
patient had a recurrence two years after the opera- 
tion, but was without discomfort. 

Dermoids were removed in four instances. The 
average age of the patients was 30 years. Post- 
operative data were obtainable in three of these 
cases. Two patients were well—one, a year after the 
operation, and one, eight years after the operation. 
One had a recurrence five years after the removal of 
the tumor. 

There were three patients with foreign-body 
giant-cell tumors. Their average age was 40 years. 
One patient was apparently well fifteen months 
aiter the removal of the growth. Almost complete 


recovery was reported by another ten yearslater. A 
third patient died after the operation. 

Carcinoma was found in two instances. A 40- 
year-old patient who had an adenocarcinoma was 
practically well two years after the operation. A 49- 
year-old patient with a colloid carcinoma was 
markedly benefited by the removal of the growth. 

Myomata were removed in two cases. The condi- 
tion of one patient, aged 37 years, was impro ed 
three years after the operation. The other patient, 
aged 56 years, died from recurrence one year later. 

One patient, aged 64 years, who had a myosar- 
coma, died from recurrence one year after the opera- 
tion. 

Another, aged 19 years, died from recurrence 
fifteen months after the removal of a sarcoma. The 
growth was composed of foreign-body giant cells 
with mitosis. One patient had an inoperable basal- 
cell epithelioma. 

The most satisfactory treatment consists in the 
removal or scraping out of the tumor followed by 
extensive radium radiation. 


Bowing, H. H.: Microscopically Proved Sarcoma 
of the Humerus. Surg. Clin. N. Am., 1924, iv, 531 


The case reported was that of a man aged 23 
years who registered at the Mayo Clinic in Novem- 
ber, 1920, complaining of pain in the right shoulder 
which had developed following an injury two years 
previously and had been aggravated by further 
injury seven months previously. The clinical and 
roentgenological diagnosis was sarcoma, and am- 
putation was advised. On December 3, 1920, the 
tumor was incised and a large quantity of the tis- 
sue removed, but the bleeding was so difficult to 
control that amputation appeared contra-indicated 
and radiation therapy was advised. The micro- 
scopic diagnosis was median round-cell sarcoma. 

During the following year the patient received 
about 57,000 mgm.-hrs. of radium in the wound 
and over the upper arm. The treatments were given 
at intervals of about two months. At the same 
time X-ray treatment was given over the thoracic 
cavity although there was never any evidence of 
metastasis to the lungs. During the second year 
the management of the case was made more difficult 
by a dermatitis and a persistent discharging sinus, 
but the former responded well to treatment and the 
latter was relieved somewhat by the removal of a 
sequestrum in August, 1922. Thereafter the patient 
remained under observation, returning to the Clinic 
every two or three months. 

In May, 1923, he returned with an apparently 
non-traumatic fracture at the site of the draining 
area, and in August a disarticulation amputation 
was done at the shoulder joint because of non-union 
and the development of an ulcer. The pathologic 
diagnosis then was ‘‘mixed-cell sarcoma (perithelial 
arrangement), extensive involvement of the upper 
third of the humerus, and complete destruction of 
bone.” The suggestion was made that the change 
was due to differentiation brought about by the 
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radiation therapy. Further X-ray dosage was given 
over the shoulder and thoracic cavity. Three years 
after his first registration, the patient was in good 
health; there was no evidence of metastasis, and he 
apparently had prospects of long life. 


Deniker and Mouchet: The Syndrome of Volk- 
mann’s Ischemic Contracture Following an 
Injury of the Arm Without Fracture (Syn- 
drome de rétraction ischémique de Volkmann a la 
suite d’un traumatism du bras sans fracture). Bull. 
el mém. Soc. nat. de chir., 1924, 1, 76. 


A young woman had her left arm crushed up to 
the shoulder between two wheels of a machine. A 
large hematoma resulted, but there was no open 
wound or fracture. The hematoma was evacuated 
by puncture and the arm treated by massage and 
warm baths. At about the fifteenth day the third 
and fourth fingers became flexed spontaneously. 
Continuous extension of these fingers was established 
by means of rubber bands with the hand and fore- 
arm immobilized in extension. As the apparatus 
was poorly tolerated, its removal was necessary. 
Compression on the wrist and flatly extended hand 
was then instituted. This resulted in progressive 
improvement. The functional result is satisfactory, 
but as the anatomical correction of the fingers is 
still incomplete, treatment is being continued. 

Experience has shown that the results of opera- 
tive attempts to correct Volkmann’s contracture 
are rather mediocre and not permanent. The best 
results are those obtained with treatment similar to 
that given by Deniker. 

An interesting fact demonstrated by the case 
reported in this article is that Volkmann’s contrac- 
ture may be caused by infiltration of blood in the 
muscles. W. A. BRENNAN. 


Henderson, M. S.: Osteochondromatosis of the 
Hip Joint. Minnesota Med., 1924, vii, 261. 


Osteochondromatosis has been ascribed to infec- 
tious, traumatic, embryologic, and neoplastic 
causes. Most writers have been inclined to regard 
infection as of little importance. Some of them, 
however, including Bolton, Halstead, Reichel, and 
Hahn, favor the infection theory. Jones, after re- 
viewing the literature and the cases in the Mayo. 
Clinic, concluded that infection does not play a part 
of any consequence in the etiology. Trauma has 
been stressed by certain writers (Humphry, Davis, 
Carothers, Henderson, and Fisher) as an etiological 
factor, and in eight cases Jones found a definite his- 
tory of trauma which, in the majority, preceded the 
discovery of the loose bodies by a long time. 

Whitelocke, Lotsch, Henderson, and Fisher em- 
phasize the fact that all of the tissues involved in 
this process are developed by differentiation of the 
same mesenchymal tissue. During development in 
the embryo, some of these cells degenerate to form 
the joint cavity, some differentiate to form the joint 
cartilage, and some differentiate to form the synovial 
membrane. This embryological theory is closely 


allied to the neoplastic, and must be accepted as a 
basis for a discussion of the latter. 

The loose bodies in osteochondromatosis may be 
formed in any portion of the synovial membrane. 
They may begin as osteomata or chondromata. The 
cartilage may be hyalin, fibrous, or calcified, or a 
combination of these forms. Bone in the loose bodies 
may be developed either directly from connective 
tissue by the membrane method or by preformation 
in the cartilage. The most typical form is a spherical 
shell of bone surrounded by cartilage and fibrous 
tissue and filled with vascular fat and spurs of bone. 
The bodies are at first attached by pedicles through 
which they obtain their blood supply. As the result 
of the increase in their size and weight and the na- 
tural trauma associated with joint motion, they 
finally break their pedic'es, wandering then as free 
loose bodies. The question as to whether they re- 
ceive sufficient nourishment from the synovial fluid 
to increase their size has not been definitely settled, 
but the fact that on examination of a section of a 
free body the outer layer of cartilage is found in an 
excellent state of preservat’on, the nuclei staining 
well, whereas deeper in the body the cells show evi- 
dence of degeneration, lends weight to the theory 
that they do receive their nourishment from this 
source. It seems probable, although it has not been 
proved, that under these conditions cartilage may 
proliferate. In the detached bodies the bone is 
invariably necrotic, whereas in the attached bodies 
with a blood supply, growing bone is found. 

The symptoms vary with the joint involved. The 
author reports a case of osteochondromatosis of the 
hip in a boy 13 years of age whose general condition 
was good. As there had been trauma when the 
patient was 6 years old and several times since, 
trauma was undoubtedly an etiological factor. 
Locking of the joint occurred. By an anterior inci- 
sion, thirty-one loose bodies were removed. An en- 
largement resembling an exostosis could be felt 
anteriorly at the point where the synovial membrane 
was reflected from the anterior intertrochanteric 
line. This appeared to be the main site of origin of 
the loose bodies, but several were removed from the 
upper border of the acetabulum where the synovial 
membrane was reflected from the bone. 

In a footnote the author states that since he sent 
this article for publication he has operated on an- 
other patient with loose bodies in the hip, removing 
by a posterior incision twenty-seven loose bodies, 
fourteen of which were attached by pedicles and 
thirteen of which were free. 


Richards, T. K.: Evulsion of the Posterior Crucial 
Ligament of the Knee Joint. J. Bone & Joinl 
Surg., 1924, vi, 462. 

The author reports a case in which a man, while 
running, injured his right knee when he suddenly 
twisted his body to the right when his foot was 
caught firmly in the ground. The leg was held in 
flexion of 30 degrees, but the tibia could be rotated 
inward and backward on the femur. 
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The X-ray showed an increase in separation be- 
tween the tibia and femur and an irregular rectangular 
opening on the internal superior aspect of the intra- 
condylar notch at the site of attachment of the 
posterior crucial ligament. ; 

The knee was completely extended after thirty-six 
hours by the application of elastic bandages on a ham 
splint. A plaster cast holding the leg in_hyper- 
extension was left on for three weeks, and after two 
months the patient was able to walk without a limp 
and without support. CuesteR C. Guy, M.D. 


Morton, D. J.: Mechanism of the Normal Foot and 
of Flat-Foot. J. Bone & Joint Surg., 1924, vi, 368. 


The most important factors in flat-foot: 

1. Faulty posture of the os calcis and improper 
distribution of the body weight. 

2. Support of the weight by the plantar ligaments. 

3. Almost directly lateral movement. 

4. Bone changes. 

The treatment depends upon whether the con- 
dition is a functional or structural deformity. 

Arch supports should be regarded as splints. As 
such, they are of great value in the treatment of foot 
troubles, but their prolonged use, like the use of 
splints on any other part of the body, leads to weak- 
ening of the structures because it supplants normal 
function, restricts joint movement, and compresses 
important plantar vessels and soft structures. Al- 
ternate hot and cold foot baths with massage are 
very beneficial. In advanced cases of deformity, 
operation may be indicated, but must be regarded 
as an extreme measure as many methods have been 
tried and discarded as unsatisfactory. Tenoplasty of 
the tendon of Achilles is almost invariably indicated. 

The article contains sixteen illustrations. 

S. C. WoLDENBERG, M.D. 


Lecéne, P., and Mouchet, A.: The Tarsal Scaph- 
oiditis of Young Children (La scaphoidite tar- 
sienne des jeunes enfants). Bull. et mém. Soc. nat. de 
chir. 1924, 1, 143. 

The condition discussed by the authors was first 
described by Koehler in 1908. 

On low-power microscopic examination of sections 
of the scaphoid removed in a case recently operated 
upon the cartilage appeared normal but the medul- 
lary spaces of the spongy tissue of the bone were 
greatly enlarged and in part filled with a very 
fibrous and vascular medulla. The medullary tissue 
showed a zone of inflammation and necrosis. On 
higher magnification the necrotic medullary nodule 
appeared to be composed of numerous polynuclear 
and mononuclear cells surrounding masses of cellu- 
lar débris. The neighboring tissue was fibrous and 
well vascularized. 

In the authors’ opinion, the condition is an atten- 
uated osteomyelitis with the formation of small 
necrotic areas. The excessive calcification of the 
altered scaphoid, the chief characteristic of the 
X-ray picture, they believe is a reaction of defense 
of the bony tissue. W. A. BRENNAN. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Haas, S. L.: The Importance of the Periosteum and 
the Endosteum in the Repair of Transplanted 
Bone. Arch. Surg., 1924, viii, 535- 


The author gives an excellent review of the litera- 
ture regarding the experimental work that has been 
done to determine the function of the periosteum in 
the repair and regeneration of bone and reports the 
results of his own experiments. In the latter a 
metacarpal bone was removed from a dog’s paw, 
fractured, and then re-implanted in its normal bed 
or in muscle in some other part of the body. In one 
series the periosteum was removed, in another the 
endosteum, and ina third both the periosteum and the 
endosteum. 

Union of the fragments occurred in some of the 
first and second series of animals, but was not in- 
variable. In the third series it occurred in none. 

Haas concludes that the presence of the periosteum 
or the endosteum is necessary for union. Interference 
with either reduces the chance of union, and destruc- 
tion of both entirely prevents union. 

Bevermwce H. Moore, M.D. 


Strunsky, M.: Adult Torticollis: Report of a Case. 
J. Bone & Joint Surg., 1924, vi, 466 


The author emphasizes the fact that, whereas in 
congenital torticollis in infants the results of opera- 
tion are usually good, in adults there may be a bony 
ankylosis of the cervical vertebre after operation 
and the asymmetry of the face may remain uncor- 
rected or may be exaggerated. Therefore in adults 
all contracted muscles and fascia must be divided 
and stretched and the overcorrected position main- 
tained until all tendency toward recurrence has been 
overcome. Cuester C. Guy, M.D. 


Radulesco, A. D.: A New Digito commissural 
Operative Method of Treating Congenital 
Syndactylism (Un nouveau procédé opératoire 
digito-commissural comme traitement de la syn- 
dactylie congénitale). Rev. d’orthop., 1923, Xxx, 499. 


Operative methods used to date for the treat- 
ment of syndactylism have the disadvantage that 
there is a tendency toward secondary coalescence 
of the fingers and insufficient nutrition of the auto- 
plastic skin flaps. 

Radulesco describes his method of avoiding these 
mishaps. For the section of the dorsal flap the in- 
cision is begun in the immediate vicinity of the 
extremity of one finger, carried parallel to the in- 
terdigital line as far as its middle point, and then 
passed diagonally onto the back of the other finger 
to the vicinity of the interdigital fold. The inferior 
part of the incision, recurring in a U on the back of 
the hand, circumscribes the future interdigital 
commissure in such a way that the extremity ascends 
a little toward the base of the first finger. 

For the palmar flap a similar incision is made 
on the other side of the hand. 
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After dissection of the flaps the fingers are sepa- 
rated by a longitudinal incision terminating at the 
level of the other interdigital fold. 

Figure 3 shows the method of suturing. 


Fig. 1. Fig. 2. 


Fig. 3 
Fig. 1. Incision for dissection of dorsal flap. 


Fig. 2. Incision for dissection of palmar flap. 
Fig. 3. Method of suturing. 


The bandaged hand is put in an electric thermo- 
phore at a constant temperature for at least forty- 
eight hours, the forearm being fixed in flexion on the 
arm. The dressing is renewed two days after the 
operation in order to determine the condition of the 
flaps and to remove the gauze compresses which 
become firm and hinder the circulation in the flaps 
by pressure. 

The method gives a good skin covering of the 
interdigital fold, prevents recurrence, and assures 
adequate nutrition of the flaps through their crossed 
pedicles. W. A. BRENNAN. 


Lovett, R. W., and Brewster, A. H.: Correction of 
Structural Lateral Curvature of the Spine: 
Preliminary Report on a Method of Treatment. 
J. Am. M. Ass., 1924, Ixxxii, 1115. 


This article deals with the treatment of structural 
scoliosis by a new method of using a plaster jacket. 
The old methods of treatment, such as gymnastic 
exercises and manipulations or the use of jackets or 
apparatus alone, are condemned as _ ineffective. 
Those which expend their force in pressing directly 
against the apex of the lateral curve, the keystone 
of the arch, are based on poor mechanical principles. 

With their jacket, the authors attempt to exercise 


corrective pressure on the curved spine so that the ' 


ends of the curve are spread, the apex of the curve’ 
being used as a point of resistance. Because of the 
construction of the jacket, marked distraction or 
pulling apart is exerted on the spine at the point of 
greatest curvature. 

The jacket fits very accurately and is applied 
from the axille to the trochanters. Opposite the 
convexity of the lateral curve it is divided trans- 
versely. It is provided with a broad hinge on the 
convex side of the curve opposite the apex and a 
turnbuckle on the opposite side at the same level to 
provide the spreading force. 
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Because of the pressure, this corrective jacket 
cannot be worn for much more than an hour at, 
time. Hence a second retention jacket, made some. 
what on the same principle, is provided to be worm 
in the interim. 

In some cases, immediate correction and over. 
correction with diminution of the rotation element 
can be obtained. 

Presumably this method will not materially 
correct cases in which ankylosis has occurred. It js 
best in cases with a moderate curve in or below the 
middorsal region. Herman C. Scuumm, M.D, 


Grantham, S. A.: A Method of Implanting the 
Bone Graft in the Spine. J. Missouri State M. 
Ass., 1924, xxi, 107. 

Grantham advocates a small transverse incision 
for the implantation of bone grafts into the spine. A 
special osteotome is introduced to the level of the 
base of the spinous processes, and the latter are 
then sheared off. When the graft is placed in the 
tunnel thus formed it is held by the lumbodor- 
sal fascia and muscles without fixation by foreign 
substances. E. J. BerKHEISER, M.D. 


Dunn, N.: A Note on a Possible Sequela After 
Operation for the Removal of the Internal 
Semilunar Cartilage. J. Bone & Joint Surg., 1924, 
vi, 237. 

In the usual incision for the removal of the internal 
meniscus of the knee joint the patellar branch of the 
internal saphenous nerve is divided. As a rule, divi- 
sion of this nerve causes no untoward symptoms 
except a temporary loss of sensation in the infra- 
patellar region. However, in a small percentage of 
cases a painful neuroma may form in the scar and 
cause pain on flexion of the joint. Excision of the 
scar may be sufficient to cure this condition, but the 
most satisfactory treatment is excision of the scar 
and avulsion of the nerve. 

Neuroma of the internal saphenous nerve may 
explain certain cases of incomplete recovery aiter 
removal of the internal semilunar cartilage. The 
danger of this sequela may be obviated by retraction 
of the nerve or evulsion of its proximal portion at the 
time of operation. Daniec H. Levintuat, M.D. 


Stern, W. G.: Patellapexy—An Operation for the 
Relief of Paralysis of the Knee. J. Bone & Joint 
Surg., 1924, Vi, 459. 

In the effort to provide a substitute for the 
paralyzed quadriceps muscles three procedures have 
been used: 

1. Operations to produce bony ankylosis. ‘These 
are objectionable before puberty because they dis- 
turb growth. 

2. Transplantation of the hamstrings into the 
patella. This requires strong hamstrings and a 
straight knee. 

3. Supracondylar osteotomy of the femur and 
fixation of the lower fragment so that weight-bearing 
will tend toward hyperextension. 


whe: 
shor 
Ster 
fits 
par: 
wit] 
cast 
uns 
Stu 
I 
the 
whi 
(2) 
por 
len, 
the 
the 
of | 
the 
to 
nec 
: 
! 
the 
inn 
cut 
fas 
ser 
pa: 
fas 
we 
las 
di 
me 
fro 
joi 
or 
aft 
res 
be 
so! 
ad 
it 
th 
cu 
ta 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 157 


Conditions are ideal for tendon transplantation 
when there is a short strong tendon working on a 
short lever and not running through soft tissues. In 
Stern’s method a vertical incision is made and the 
anterior surface of the patella is denuded down to the 
center of ossification. The patella is then rotated 180 
degrees on its long axis so that its denuded surface 
fits into a bed prepared for it on the anterior surface 
of the femur. The leg is then placed in a cast in com- 
plete extension for three months, and a caliper is 
worn for three months more. 

Stern believes that the patella and its tendon will 
grow with the epiphysis. If it does not, the tendency 
willbe toward hyperextension which is not objec- 
tionable. This operation is indicated in cases of 
paralysis of the quadriceps, cases of inability to walk 
without braces or to hold the leg fully extended, and 
cases in which transplantation of the hamstrings is 
unsuccessful or undesirable. 

Cuester C. Guy, M.D. 


Stuart, F. W.: Claw Foot—Its Treatment. J. Bone & 
Joint Surg., 1924, vi, 360. 

Examination of a series of cases showed that 
there are two definite types of claw foot: (1) that in 
which the first metatarsal head can be replaced, and 
(2) that in which it cannot. 

The condition of the*tendon of Achilles is im- 
portant. This tendon may be normal, contracted, or 
lengthened. If it is lengthened, which is sometimes 


the case because of a previous tenotomy, it allows © 


the heel to drop, this causing an increase in the height 
of the arch. In the earlier cases, simple division of 
the plantar fascia and wrenching will be sufficient 
to reduce the deformity. In the later stages, it is 
necessary to divide all structures down to the bone 
by Steindler’s operation or one of its modifications. 

An incision from 114 to 2 in. long is made on 
the inner side of the foot with its center opposite the 
inner tubercle of the os calcis. The skin and sub- 
cutaneous fat are then separated from the plantar 
fascia by dissection and a periosteal elevator is in- 
serted into the wound until its curved end is felt to 
pass over the outer border of the foot. The plantar 
fascia, muscles and periosteum are divided, the first 
well back on the tuberosity of the os calcis, and the 
last close to its tubercles. The abductor hallucis is 
divided at its origin from the internal lateral liga- 
ment. All of the divided structures are then raised 
from the bone as far forward as the calcaneocuboid 
joint and the deformity is corrected with the hand 
ora wrench. The wound is sutured either before or 
after wrenching. 

This operation has been done with satisfactory 
results, but an equally satisfactory outcome has 
been obtained by subcutaneous division of all of the 
soft structures down to bone. The chief immediate 
advantage of Steindler’s method lies in the fact that 
it is easier to wrench the foot afterward because of 
the separation of the structures from the skin, sub- 
cutaneous tissues, and bone, which cannot be ob- 
tained by dividing with a tenotome. Care must be 


taken not to place the wrench too tightly on the 
foot as this may cause serious injury to the tarsal 
bones. The wrench is sufficiently tight when the 
upper bar lies across the neck of the astragalus and 
the lower bar behind the first metatarsal head. It 
can be maintained there with the left hand placed on 
the upper bar. Downward pressure is made on the 
upper bar and upward pressure at the end of the 
handle. Overcorrection should be aimed at, as the 
deformity tends to recur. If the toes are acutely 
flexed and the flexor tendons prevent their extension, 
they should be tenotomized while the foot is held in 
the overcorrected position with the wrench. Elonga- 
tion of the Achilles tendon at this stage is to be 
condemned as it practically undoes the straighten- 
ing that has been obtained and frequently ends in 
complete relapse. It must be borne in mind that we 
are dealing with contracted sole structures, not with 
contracted calf structures. The stretching of the 
tendon which occurs at the time of wrenching is 
sufficient. The tendon should be lengthened only 
as a last resort and when absolutely necessary. 

The after-treatment consists in allowing the pa- 
tient to walk with the leg in plaster as soon as the 
pain has entirely disappeared. When the wound is 
healed after Steindler’s operation this should be con- 
tinued for two months. An ordinary shoe with a bar 
across the tread should then be worn and a removable 
plaster at night. Re-education of the muscles and 
massage with stretching of the plantar structures 
are essential for a good result. 

In the second type of claw foot, that in which the 
heads of the metatarsals appear as a convex pro 
jection under the skin of the tread, attempts to flex 
the metatarsophalangeal joints produce severe pain. 
For this condition Stuart performs the following 
operation: 

The mediotarsal joint is resected, the whole sca- 
phoid is removed, the extensor proprius hallucis ten- 
don is transplanted to the first metatarsal head, and 
arthrodesis of the first interphalangeal joint is done. 
A curved incision is made on the outer side of the 
ankle and foot with its center opposite the neck of 
the astragalus and carried down to bone. An L- 
shaped incision is made over the first metatarsal 
head and the interphalangeal joint. The dorsal 
tissues, including the skin, vessels, nerves, and ten- 
dons, are divided in a flap by dissection across the 
foot to its inner border. The mediotarsal and 
scaphocuneiform joints are opened by division of 
the ligaments connecting them on their dorsal and 
inner aspects. The scaphoid is then removed com- 
pletely by inserting under it a gouge which divides 
the plantar ligaments. 

The head of the astragalus and the cuneiform 
bones are stripped of their cartilaginous surfaces 
with a thin shell of bone, their natural contour being 
preserved as much as possible. The same procedure 
is performed on the calcaneocuboid joints. If the 
plantar fascia still prevents proper alignment, it is 
divided at this stage. An assistant then holds the 
foot in its new position while the cartilage is removed 
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from the adjacent surfaces of the interphalangeal 
joint and the tendon of the long extensor of the 
great toe is passed through a tunnel made for it in the 
first metatarsal head. The wounds are then sutured 
and a small counter-opening is made below the angle 
of the larger for drainage. 

A tourniquet applied during the operation is re- 
moved before the complete closure of the wound. If 
hemorrhage proves troublesome, an injection of 
saline solution at a temperature of 120 degrees F. is 
given. Dressings are applied and the foot is placed 
in a plaster cast with the toes straight. Windows 
are cut from the plaster cast over the wounds. In- 
cisions are made on either side through the entire 
thickness of the cast to within a short distance of its 
extremities and the ankle joint. In this manner 
allowance is made for swelling, and removal of the 
cast is facilitated. 

At about the seventeenth day the piaster is chang- 
ed to allow moulding of the foot if necessary. Walk- 
ing in plaster is permitted at the end of six weeks 
and is continued for six months. An ordinary shoe 
with double iron may then be worn and re-education 
and massage of the muscles is begun. By the end of 
a year the iron is discarded. 

S. C. WoLDENBERG, M.D. 


FRACTURES AND DISLOCATIONS 


Rehn, E.: Fracture and Muscle (Fraktur und Mus- 
kel). Arch. f. klin. Chir., 1923, cxxvii, 640. 


The influence of the involved muscles on the healing 
of a fracture is a question as yet little investigated. 

Electrical study of muscles in different types of 
fracture has shown that the muscle directly dam- 
aged by the injury exhibits at first diminished 
irritability and then increased irritability. The 
first stage, which lasts about eight days, is the so- 
called muscle stupor due to the pain reflexes. The 
stage of increased irritability lasts through the end 
of the fifth week. The irritation from the trauma 
and crushing of the muscle substance acts through 
the sensory nerves as a motor stimulus on the mus- 
cle. The first processes of fracture repair (capillary 
proliferation and union between the periosteum 
and musculature) can go on undisturbed during the 
period of muscle stupor, while the reflexly deter- 
mined muscle irritability, which begins on the 
eighth day and continues for four weeks, is present 
at the beginning and during the highest intensity 
of hyperemia and callus formation and constitutes 
an important stimulus. It was established further 
that paralysis of the muscles and artificial separa- 
tion of the activated muscle from the sheath of 
periosteum inhibited the formation of callus by the 
periosteum. 

On the basis of these findings it is evident that 
procedures which may damage the muscles directly 
involved in the healing of a fracture should be 
avoided as they will produce additional muscle 
stupor. Correct reduction should be effected at the 
first attempt. Large hematomata and _ fluids 


injected to increase callus formation have an in. 
jurious effect when they intervene as a separating 
layer between muscle and periosteum. The muscle 
should be stimulated early by such procedures as 
innervation, passive extension and stretching, and 
later, active movements. For cases in which open 
reduction is necessary Rehn advises operation per- 
formed soon after the disappearance of the muscle 
stupor. After separation of the muscles from the 
periosteum, hemostasis must be effected carefully. 
Procedures that separate muscle and periosteum, 
such as wiring and the screwing on of plates, should 
be avoided. 

Segments of bone which offer broad areas for the 
attachment of muscles are factors favoring healing. 
Portions of bone that are subjected to the strain of 
tendons incline toward the formation of pseud- 
arthroses. VoLLHARDT (Z). 


Smith, M. K.: The Prognosis in Epiphyseal Line 
Fractures. Ann. Surg., 1924, lxxix, 273. 


Epiphyseal fractures are common but are often 
mistaken for ordinary fractures, or if very slight, for 
sprains. Deformity frequently results because of pre- 
mature ossification of the epiphyseal line which, 


. when solid, stops the growth of the bone. Injury to 


the shaft, however, stimulates growth, this explain- 
ing the increase in the length of a short leg after 
fracture with shortening. 

Smith’s article is based on a study of thirty-three 
fractures: lower radial, twelve; lower humeral, ten; 
lower tibial, four; upper humeral, three; lower ulnar, 
two; metacarpal, two. 

Five cases of lower radial fracture showed short- 
ening, three with premature ossification. In only 
one was the disability sufficient to warrant classing 
the result as poor. In this case beginning ossifica- 
tion was noticed eight months after the injury and 
there was 34 in. of shortening. In four other cases 
the shortening ranged from 3 to % in., but the 
wrist had good function. In seven cases there was 
no shortening and function was excellent. The 
extent of the injury as shown by the original deform- 
ity does not seem to be any criterion as to the 
end-result. In two of the cases with shortening the 
original separation was so slight that reduction was 
not necessary. In one case with injury to both wrists 
but with epiphyseal displacement on one side only, 
the result after three years was shortening on the 
side without displacement and a normal wrist on 
the other side. 

Reduction should be done, of course, if the injury 
is recent, but seems to be no guarantee of a good late 
result. The ages of the five patients with wrist in- 
juries with shortening averaged 16 years. while 
those of the seven patients with wrist injuries with- 
out shortening averaged 12 years. It would seem 
from this that the chance of a poor result becomes 
greater the nearer the age of epiphyseal union with 
the shaft is approached. 

Of four cases with epiphyseal fracture at the lower 
end of the tibia two showed retarded growth and 
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none premature ossification. Three cases of upper 
humeral fractures are reported. One, that of a 16- 
vear-old patient, required open operation for re- 
duction and at the end of two years showed normal 
function except for slight limitation of internal ro- 
tation. In the two others there was recovery with 
good function, but in one there was slight shortening. 

Of the total number of cases. except the low 
humeral fractures (twenty-one in all), seven showed 
retarded growth and four showed premature ossifi- 
cation. There were ten cases of low humeral 
fractures. One showed premature ossification after 
two years, but good function. In another case, 
ossification seemed to have been hastened by the 
injury. Another showed 1% in. of lengthening on 
the injured side and gunstock deformity but good 
function. In all of the rest the results were ex- 
cellent. 

On the whole there seems to be a tendency for 
natural correction after unreduced epiphyseal sepa- 
rations. Retardation of growth is seldom compen- 
sated later. A. Crark, M.D. 


Fairchild, F. R.: Some Practical Suggestions in the 
Treatment of Fractures. California & West. Med., 
1924, Xxii, 133. 

Every fracture presents a problem in itself, and its 
reduction with the aid of the X-ray is a matter 
necessitating the use of common sense, the applica- 
tion of mechanical principles, and the careful choice 
of the method of effecting reduction in accordance 
with the requirements of the particular case. At the 
head of the list of practical appliances in fracture 
work is the Thomas splint. This must be carefully 
fitted. The shafts should be made of 36-in. Norway 
iron which is strong, yet malleable. This splint is 
the most satisfactory appliance for the correction 
and fixation of fracture fragments as it permits 
movement of the limb, access to any wound, and 
X-ray examination. Continuous traction is best 
made by means of moleskin tape applied directly to 
the skin. 

In cases of ununited fractures in which osteogen- 
etic function is deficient, sliding or autogenous grafts 
give the best results. When interposed soft tissues 
are responsible for non-union, metal plates or foreign 
materials are not in themselves objectionable. In 
cases of fracture at or near the elbow, free passive 
flexion and extension under anesthesia are necessary 
for a successful reduction. If these are not obtain- 
able, open operation for the replacement of the 
fragments is indicated. Cuester C. Guy, M.D. 


White, J. W.: Intrinsic Splint Traction. Boston M. 
& S.J., 1924, cxc, 242. 


_ The advantages of the splint traction described are 
lacility in maintaining a desired amount of traction, 
accurate measurement of the force applied, and ease 
of application, adjustment, and transportation. 

_ The traction is produced and applied within the 
limits of the splint. The basis of the apparatus is a 
Thomas leg splint or some modification of it. It 


Showing arrangement of the three elements preducing the 
traction, one end attached to an adhesive spreader and 
the other to the distal extremity of a Thomas splint. A, 
window chain. B, 25-lb. spring balance showing gradua- 
tions read directly to show amount of traction applied. C, 
rubber bands to increase elasticity. D, adhesive spreader. 


should be long enough for at least 2 ft. between its 
distal tip and the apparatus fixed to the extremity. 

The pull is exerted and maintained by three ele- 
ments arranged in series, one end of which is ap- 
plied to the distal extremity of the splint and the 
other end to the apparatus attached to the limb. 

The proximal element in the series is a bunch of 
rubber bands. To these is fastened a spring balance 
with a capacity of 25 lb., and to the other end 
of the spring is hooked a metal chain of the type 
now used in heavy windows. The chain passes over 
the distal end of the splint and is hooked back on 
the scale. The combination of bands and balance 
makes possible a given traction for an indefinite 
period. 

The leg is supported by the usual transverse slings 
attached to the bars of the splint, which itself is 
supported by some form of adjustable upright fixed 
to the foot of the bed or the Bradford frame. If 
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pressure on the ischial tuberosity becomes unbear- 
able, the foot of the bed may be elevated. 

The apparatus is very efficient. It exerts sufficient 
measurable force to prevent overriding or separation 
of the fragments. Joun MitcHeE Lt, M.D. 


Davison, C., and Christopher, F.: The Use of Boiled 
Beef-Bone Intramedullary Pegs in the Frac- 
tures of Long Bones: An Experimental Study. 
Surg., Gynec. & Obst., 1924, xxxviii, 534. 


In the hope that further light might be shed upon 
the desirability or undesirability of the use of 
boiled beef bone as an internal splint in fractures, a 
study was made of the fate of the intramedullary 
boiled keef-bone peg in recent fractures in dogs. 

A standard operation was determined upon. Witb 
the exception of the first few, the operations were 
done under the most favorable circumstances. A 
hospital room with a full complement of internes and 
nurses was placed at the authors’ disposal and the 
technique used was the same as that employed for 
human beings. 

After the animal had been completely anesthet- 
ized with ether, the upper part of the foreleg and the 
shoulder were widely shaved and dried with alcohol 
and ether and painted with full-strength tincture of 
iodine. The animal was then draped. A longitudinal 
incision was made over the upper part of the foreleg 
and the muscles were retracted with care not to 
injure the musculospiral nerve. 

After the humerus had been exposed for a dis- 
tance of 2 or 3 cm., a Gigli saw was passed under it, 
and the bone was sawed through at right angles to 
its axis. The two sawed ends of the humerus were 
then brought up into the wound and the marrow 
cavity was lightly curetted out. The beef-bone peg 
used had been boiled for at least two hours and was 
of a size to fit tightly into the marrow cavity. In 
the latter two-thirds of the experiments it was 
thought best to use rectangular pegs in the round 
medullary cavity. When this was done there were 
four points of contact between the peg and the in- 
ternal circumference of the bone, and the interven- 
ing areas of the endosteum were not subjected to 
pressure. 

The length of each peg was at least twice the 
width of the bone into which it was inserted. After 
both fragments had been slipped over the peg and 
approximated, the fractured bone was held together 
rigidly, the muscles and subcutaneous tissue were 
approximated, and the skin was carefully closed. 

Collodion was painted over the wound and after a 
dressing was applied a snug plaster cast was put on 
to include the neck, the shoulder, the back, and the 
entire foreleg except the paw. The casts were 


generally removed at the eighth week, and at the 
desired dates the animals were killed with ether. 
Thirty-one animals were operated upon. The re- 
sults are shown in roentgenograms and photomicro- 
graphs. The authors’ conclusions are as follows: 
1. The part of the boiled beef-bone peg which 
remains in aseptic stable contact with the endosteum 


of its host, surrounded by living bone, becomes solid- 
ly embedded in new bone, undergoes gradual ab. 
sorption, and is replaced by new living bone which 
is in turn absorbed later. 

2. The part of the beef bone which lies ‘between 
the fragments but is not protected by endosteum 
and not covered by living bone undergoes rapid 
absorption and disintegration and is not replaced 
by living bone even when its surroundings are 
aseptic. 

3. When one end of the beef-bone peg is not 
fixed in stable contact with the endosteum but 
remains in position, there is absorption of both the 
peg and the surrounding live bone. 

4. When the mechanical fixation holds and is 
aseptic, the internal callus is limited by the beef- 
bone peg and does not bridge the line of fracture. 
The external callus is markedly lessened. The per- 
manent or definitive callus is inhibited. 

5. The series of experiments reported did _ not 
produce a single successful anatomical and func- 
tional result. 

6. The causes of failure were; (1) infection; (2) 
disengagement of the peg due to (a) failure in the 
mechanical reduction, (b) lack of continued im- 
mobilization, and (c) loosening of the repair by 
absorption of the peg and surrounding live bone; 
(3) disintegration of the peg from absorption of the 
line of fracture. 

A repair, apparently mechanically perfect, showed 
a good result as long as the peg remained strong 
enough to sustain the bone. When disintegration of 
the peg occurred at the line of fracture a point of 
mobility was found. 

The end-results were either permanent non-union 
or lateral union, usually in malposition. 


Oudard: Recurrent Antero-Internal Dislocation 
of the Shoulder (La luxation recidivante de 
Vepaule: variete antero-interne). J. de chir., 1924, 
Xxili, 13. 

To prevent recurrence of antero-internal disloca- 
tion of the shoulder it is necessary to correct the 
laxity of the joint by capsulorrhaphy and to forma 
bone stop on the humeral head. Some action must 
be taken also with regard to the subscapular muscle 
which has an important part in the retention o/ the 
humeral head. To approach the muscle the de toid 
must be cut 1 cm. below its clavicular insertion. It 
is necessary also to lower the coracobiceps and 
pectoralis minor muscles by sectioning the summit 
of the coracoid process. When the muscles and the 
vasculonerve packet are turned back the subscapu- 
lar muscle is widely exposed. 

In order to create a bone stop a graft is interposed 
between the base and the summit of the coracoid 
process. By means of a graft 3 or 4 cm. in length, 
the coracoid process will be sufficiently elongated to 
oppose any forward projection of the humeral head. 
The graft will withstand violent movements. and 
the lowering of the muscles will not cause any 
inconvenience. 
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Fig. 1. 

Fig. 1. The sectioned deltoid is drawn back to expose 

the coracobiceps. D, deltoid. C, coracoid. G.p., pec- 
toralis major. L.p.b., long portion of the biceps. 

Fig. 2. The closed scissors traversing the joint behind 

the subscapular muscle. Sc, summit of the coracoid pro- 


Fig. 2. 


Fig. 3. 


cess turned back with the muscles. Bc. base of the coracoid 
process. I, line of incision in the subscapular muscle. 

Fig. 3. Graft interposed between the base and the 
summit of the coracoid process; it will be surrounded by 
osteoperiosteal grafts. 


(Oudard: Recurrent Antero-Internal Dislocation of the Shoulder) 


The author claims that the results of this method 
are considerably better than those obtained by 
others. W. A. BRENNAN. 


Schlaepfer, K.: Uncomplicated Dislocations of the 
Shoulder: Their Rational Treatment and Late 
Results. Am. J. M. Sc., 1924, clxvii, 244. 


This article is based on experience in the treat- 
ment of dislocations of the shoulder at the Surgical 
Clinic in Zurich, Switzerland, during the last twenty 
years. 

Shoulder dislocations constitute 52 per cent of all 
joint dislocations and occur most frequently in mid- 
dle age and more often in males than in females. 
In the 120 cases reviewed the dislocation was an- 
terior in 94 per cent, and the most common anterior 
dislocation was of the subcoracoid type. 

Nerve injuries occur in about 4 per cent of cases. 
Kroenlein used the Schinzinger method with the 
Kocher modification. The latter became the routine 
procedure of Sauerbruch. As a rule no anaesthesia 
is required. Kauffman found general anesthesia 
necessary in only 1 per cent of 300 cases treated by 
the Kocher method. Kroenlein immobilized the arm 
in a sling for from one to two weeks and then in- 
stituted daily massage and traction. Sauerbruch 
shortened the period of immobilization to a few 
days. In the cases reviewed by the author the 
time necessary for healing was about thirty days. 
In 184 uncomplicated cases studied by Gubler the 
patients were able to resume their previous occupa- 
— without any complaint in about thirty-eight 

ays. 

Marbaix compiled statistics which showed clearly 
theill effects ofimmobilization. While they were care- 
fully compiled and are thoroughly convincing, his 
method has not been generally accepted, probably 


because it is regarded as too drastic after such a 
severe injury. 

The author concludes that no bandage should be 
applied following Kocher reduction, and that active 
and passive motion should be begun immediately. 
In 157 cases treated in this manner the dislocation 
did not recur. Complete cure should be obtained in 
from fourteen to eighteen days. In neglected cases 
reduction is possible even after a period of weeks, 
but Finck found that after nine weeks it could be 
accomplished only by open methods. In the author’s 
experience delay in reduction always resulted in 
permanent impairment of function. 

Ropert V. Funsten, M.D. 


Thiéry, P.: The Functional End-Result of an Un- 
reduced Dislocation of the Shoulder (Résultat 
fonctionnel éloigné d’une luxation de l’épaule non 
réduite). Bull. et mém. Soc. nat. de chir. 1924, 1, 
160. 


In the case reported, that of a man 62 years of 
age, the right shoulder was dislocated in 1915 and 
either not reduced at that time or subsequently 
re-dislocated. The condition caused arthritis and 
marked crepitation. Five months later the patient 
was able to resume light work. Six months after 
the injury he was working as before the accident. 
At the present time the movements of the arm 
show considerable amplitude; outward rotation is 
limited to one-third the normal, but the arm can be 
easily elevated and placed in abduction up to the 
horizontal position. Circumductive movements are 
free. 

Thiéry remarks that if he had treated this patient 
surgically he would doubtless have attributed such 
a remarkable functional result to the operation. 
In conclusion, he calls attention to the fact that 
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operative attempts at reposition in cases of old dis- 
locations are often unsuccessful, and that resection 
of the humeral head, which may be necessary for 
operative reduction in such cases, is frequently fol- 
lowed by serious functional disturbances. 

W. A. BRENNAN. 


Eliason, E. L., and Hinton, D.: Complicated Frac- 
tures of the Surgical Neck of the Humerus. 
Surg. Clin. N. Am., 1924, iv, 199. 

In two of the six cases reported, open reduction 
was resorted to because of poor coaptation of the 
fragments due to the interposition of soft parts and 
bone fragments. In both, metal plates were used. 
The authors emphasize the importance of fitting 
the screws snugly into the bone. They make the 
incision over the lower end of the upper fragment 
and after effecting reduction place the arm in a 
position of equilibrium in which muscle strain is 
minimized during immobilization. Iodine gut is 
used to close the skin, a small rubber tube with a silk 
thread pilot being left in the lower angle of the in- 
cision. The thread is brought out through the dress- 
ings so that by pulling on it the drain may be re- 
moved after forty-eight hours without disturbing 
the dressings. The wound then needs no further 
attention until the arm is removed from the cast. 
In the two cases under discussion the arm was put 
up in abduction on a triangular splint and union 
and function were good after four months. The 
plates were not removed. 

In two other cases the fracture was complicated 
by subcoracoid dislocation of the head of the 
humerus. In one case reduction was effected by 
lateral traction on the arm and upward pressure 
between the chest and the dislocated head. In the 
other case attempts at manipulative reduction of 
the dislocation were unsuccessful, and open opera- 
tion was contra-indicated by the patient’s general 
condition, but after six months the function of the 
arm was 60 per cent normal and the pain was 
gradually diminishing. 

In one case, that of a girl of 11 years, there was 
separation of the shaft from the head at the epiph- 
yseal line. Reduction was accomplished by strong 
traction with the arm in complete abduction, i.e., up 
beside the head, and countertraction made by the 
surgeon’s foot in the hollow of the neck. The arm 
was dressed bound to the side with the forearm 
slung at the wrist. The curve in this epiphyseal 
line in early life makes reduction of such an injury 
more easily maintained in the cases of children. In 
later life, when the line is transverse, it is some- 
times necessary to dress the arm in complete right- 
angle abduction. 

In the sixth case cited there was comminution of 
the head of the humerus. The authors were able to 
mold the fragments together and to restore the con- 
tour of the shoulder. A complete functional re- 
covery resulted. 

All of these reductions were effected under 
general anesthesia and on the fluoroscopic table. 


The most common error in the diagnosis was sus. 
pecting a dislocation. The arms which were not 
put up on a triangular splint in abduction were 
dressed at the side of the chest with a wedge-shaped 
axillary pad. The authors emphasize the importance 
of preventing motion at the fracture site by immo- 
bilizing the forearm against the body. During con- 
valescence, painful passive motion was not used, 
Active motion and massage were followed by per- 
fect results in every instance except the case of 
fracture-dislocation given palliative treatment. 
CHESTER C. Guy, M.D. 


Taddei, D.: The Treatment of Fractures of the 
Neck of the Humerus by Abduction and Ex- 
ternal Rotation (Sul trattamento in abduzione e 
rotazione esterna delle fratture cervicali dell'omero). 
Ann. ital. di chir., 1924, iii, 1. 

In high fractures of the humerus, the head, left in 
the glenoid, is rotated externally by the rotary 
muscles while the distal stump, either by its own 
weight or the action of the pectoral and other mus- 
cles, is placed in internal rotation. Although it is 
possible to correct overriding of the fragments, it is 
impossible to correct displacement due to inverse 
rotation. Therefore in subcutaneous fractures o{ 
the humerus Taddei fixes the arm in abduction and 
external rotation of 180 degrees. This he does by 
means of an apparatus which he describes and shows 
by illustrations. W. A. BRENNAN. 


Arcangeli, M.: A Case of Isolated Fracture of an 
Intervertebral Disk (Sopra un caso di fratiura 
isolata di un disco intervertebrale). Chir. d. organi 
di movimento, 1923, viii, 172. 

A quarryman, aged 30 years, was standing on a 
marble block that projected from a cliff. A safety 
rope about his waist was fastened to the brow of the 
cliff. The marble block suddenly broke loose and 
the man fell into space, dangling at the end of the 
rope. The resulting trauma consisted in strangling 
pressure from the tightened rope and contusion 
from pendulum-like beating against the cliff. 

The man was placed in a hospital for twenty-six 
days and then sent home. Although the multiple 
contusions and excoriations healed, he was still 
unable to return to work six months later because 
of general weakness and pain in the spine on bend- 
ing forward. There was no bladder or rectal dis- 
turbance except difficulty of urination associated 
with discomfort in the lower part of the abdomen. 
The man appeared healthy and robust. 

On examination, the first lumbar spinous process 
was found very prominent but not deviated later- 
ally. The tonicity of the lumbar muscles, the re- 
flexes, and cutaneous sensation were normal. Rising 
from the stooping position, leaning to the side, rota- 
tion of the trunk, and hyperextension of the lumbar 
spine caused considerable pain and some rigidity o! 
the lumbar spine. 

During the following year the general weakness 
increased, bending forward became more restricted, 
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and the first lumbar spinous process became more 
prominent and painful on pressure. Walking in 
descent was particularly painful. 

For the next few years the condition remained 
practically unchanged. During this period, antero- 
posterior and lateral X-ray views showed a wedge- 
shaped deformity of the intervertebral disk between 
the normal bodies of the first and second lumbar 
vertebrae, which almost touched on their anterior 
borders. The projection of the spinous process of 
the first lumbar vertebra was due to the forward 
tilting of the body of this vertebra. The peripheral 
portions of the disk bulged laterally beyond the 
vertebral bodies. The spine was otherwise normal. 

A diagnosis of isolated fracture of the cartilagin- 
ous disk between the first and second lumbar verte- 
bra was made. 

The author considers the case of special interest 
because of the rarity of the lesion, its causation by 
sudden squeezing of the waist and hyperextension 
of the spine, the paucity of neurological signs and 
symptoms, and the length of the period of observa- 
tion. 

Other cases of isolated fracture of an interverte- 
bral disk have been reported by Kocher, Middleton, 
and Teacher. Wa ter C. Burket, M.D. 


Stevens, J. H.: Compression Leverage Fractures of 
the Ankle Joint. Surg., Gynec. & Obst., 1924, 
XXXViii, 234. 

By a detailed presentation of the applied mechan- 
ics of ankle fracture, the author shows that when a 
man weighing 150 lbs. steps off a curb and turns the 
foot outward in eversion there is a compression and 
leverage stress of 600 lbs. on the fibular side of the leg. 

There are two distinct mechanical entities involved 
in eversion fractures. The first is leverage with the 
center of gravity mesial to the foot. The fulcrum is 
at the inferior tibiofibular ligament, the short moving 
power arm is the foot, and the weight is the body. 
li the ligament holds, the fibula breaks either at 
the joint level or about 6 cm. above it, usually at the 
latter point because it is weaker there. The second 
mechanical entity is a compression and leverage 
mechanism with the center of gravity lateral to the 
foot. The moving power lever is the man’s weight 
as he falls outward, the foot being fixed under this 
weight. The fulcrum is the point of contact between 
the tibia and fibula. As the fibula is comparatively 
rigid, the break comes at the weak point in the bone 
a little above the fulcrum. 

The majority of the milder injuries are produced 
by the first mechanism, and most of the severe ones 
by the second. 

The author contends that the rotation mechanism 
which some surgeons claim is the cause of this 
lracture cannot be accepted. 

_ There are many more eversion fractures than 

Inversion fractures because there is much more 

yielding on inversion. A fracture of the external 

malleolus alone from inversion is due to rotation 
leverage rather than to avulsion. 


Splits in the tibia, anterior (common), posterior 
(less frequent), and longitudinal (more frequent), 
are due primarily to impact. 

Compression leverage fractures may be divided 
into two classes: (1) eversion, (2) inversion. 

Eversion fractures are of the following types: 

Type 1. A simple periosteal tear of the internal 
lateral ligament. This is rare. 

Type 2. Fracture of the external malleolus alone 
half way between the joint surface and tip without 
displacement of the foot. 

Type 3. Fracture of the internal malleolus: (a) 
s _ tip from rotation stress, or (b) at the joint 
evel. 

Type 4. (a) Fracture of the fibula alone at the 
joint level, usually oblique upward and backward 
with backward displacement of distal fragment. 
(b) Fracture of the fibula alone above the joint level. 

Type 5. (a) Fracture of the fibula at the joint 
level and fracture of the internal malleolus. (b) 
Fracture of the fibula high up and of the internal 
malleolus at the joint level, the classical Pott’s 
fracture. 

Inversion fractures are of the following types: 


Type 1. Periosteal tear of the external lateral 
ligament. 
Type 2. Transverse or oblique upward fracture 


of the internal malleolus at the joint level. . 

Type 3. Fracture of the fibula at the joint high 
up. Rare. 

Type 4. Fracture of the fibula and internal 
malleolus: (a) of the fibula at the joint level; (b) 
of the fibula higher up. 

In reduction, the knee should be flexed first. 
Rocking the foot usually corrects the lateral dis- 
placement. Backward displacement is sometimes 
overlooked; it should be reduced by pulling forward 
on the os calcis and making backward pressure on 
the tibia. A Cabot splint should be employed at 
first, not a cast. If the internal malleolus is broken 
the foot should not be inverted. The knee should 
be kept in the flexed position. Active and passive 
motion may be begun in a week, sometimes sooner. 
Active and strong dorsal flexion is essential. Plantar 
flexion should never be extreme. A cast should be 
applied after a week and cut so that it may be re- 
moved for motion. The first few days the foot 
should be soaked in hot water before it is exercised. 
In cases of simple fibular fracture weight-bearing 
may be begun cautiously in twenty days, but in 
cases of more complicated fractures it should be 
delayed for four or five weeks. If proper mobilization 
is carried out, convalescence will be shortened. The 
shoe heel should be built up on the inner edge from 
% to &% in. to prevent eversion. 

A. Criark, M.D. 


Geist, E. S.: Old Fractures of the Ankle. J. Am. 
M. Ass., 1924, |xxxii, g60. 


The author divides ankle fractures into four classes: 
(1) those with inversion; (2) those with eversion or 
Pott’s fracture; (3) those with backward displace- 
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ment of the astragalus on the tibia; (4) linear and 
unusual fractures. Special attention is paid to back- 
ward displacement of the astragalus which usually 
carries with it a large or small portion of the tibia. 
In the treatment of fresh fractures, the astragalus 
must be placed in absolutely correct alignment with 
the bones of the leg and frequent roentgenograms 
should be made of both ankles. Stability is neces- 
sary to permit weight-bearing. Any abnormal mo- 
bility of the ankle or deviation of the astragalus 
from the center line will result in a weak and painful 
ankle. 

A tendency toward the equinus position is noted 
in all types of ankle fractures. This must be pre- 
vented by keeping the foot at a right angle to the 
leg. In the after-treatment, physiotherapy is val- 
uable. 

The author reviews a series of thirty-five cases 
which were seen in a period of five years. The com- 
plaints were the same, viz., pain, stiffness, and swell- 
ing of the ankle joint. All of the patients limped, 
and most of them used canes. In some of the cases 


there was marked shortening of the tendon of 
Achilles. In about two-thirds, the previous treat- 
ment had been inadequate. 

Pain was due to bone atrophy, mal-alignment, or 
rigidity, or a combination of these factors. Bone 
atrophy could have been largely eliminated if 
vigorous physiotherapy had been instituted. In 
seventeen cases in which the astragalus was not 
placed directly under the tibia, function was ma- 
terially interfered with and pain resulted. In four- 
teen cases there was marked shortening of the 
Achilles tendon, and pain ensued because the fore 
part of the foot was forced to do more thani ts share 
of the weight-bearing. In a few cases there was 
posttraumatic arthritis. 

In the treatment, simple lengthening of the heel 
tendon will often suffice. In posttraumatic arthritis, 
arthrodesis is frequently necessary. In cases of 
mal-alignment due to inversion or eversion, a supra- 
malleolar osteotomy is indicated. Backward dis- 
placement is difficult to correct, but sometimes 
arthrodesis will help. RosBert Lonercan, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD; TRANSFUSION 


Ravdin, I. S.: Reactions in Transfusions. Surg. 
Clin. N. Am., 1924, iv, 289. 

The 1,000 cases reviewed were treated at the 
University Hospital, Philadelphia, during the last 
two years. The transfusions were given with the 
Kimpton-Brown tube; by the syringe-cannula 
method; by the citrate method; with the use of the 
Unger apparatus; and with the use of 100-c.cm. 
Luer syringes. 

From this study the following conclusions are 
drawn: 

1. Except in emergencies, the donor and recipient 
should be carefully matched, not merely typed. 
It has recently been shown that in each of the four 
main groups there are subgroups. 

2. Reactions may occur regardless of the method 
used. It is probable that in certain diseases, such 
as severe anemias, the chemical character of the 
blood plasma is altered. A reaction may possibly 
result also from variations in the hydrogen-ion 
concentration of the blood of the donor and re- 
cipient. 

3. Bacteria may be introduced at the time of the 
transfusion. 

4. The blood should be transferred from the 
donor to the recipient as rapidly as possible. Delay 
increases the reaction. 

5. The danger of reaction is in direct proportion 
to the number of transfusions given. Even if the 
same donor is used, the blood should be matched 
for each transfusion. 


6. Under certain conditions, auto-agglutinins © 


may be present. 

_7. Any method which allows beginning coagula- 
tion—particularly delay in the transference of the 
blood—favors reaction. 

In discussing the prevention of specific reactions 
following the use of the citrate method, the author 
emphasizes the importance of using absolutely pure 
sodium citrate, not an ordinary commercial prepara- 
tion. Freshly distilled water must be used. Com- 
mercial preparations of distilled water are not fresh, 
and may have a decided acid reaction due to im- 
purity. The solutions should be prepared at the 
time of the transfusion. Sodium citrate will not 
Stand repeated sterilization as in this process it 
gradually liberates free citric acid. The blood of the 
donor must be transferred to the recipient as rapidly 
as possible. Exposure to the air allows the escape 
of carbon dioxide and increases the alkalinity of the 
blood. The citrate solution should be added to the 
blood slowly. 

New rubber tubing should not be used in any 
method. Oscar S. Proctor, M.D. 


LYMPH VESSELS AND GLANDS 


Gioja, E.: Anatomicopathological and Clinical 
Contribution on Primary Tumors of the Lym- 
phatic Glands (Sui tumori primitivi delle ghian- 
dole linfatiche—contributo anatomo, patologico e 
clinico). Arch. ital. di chir., 1923, viii, 113. 

The author reports in detail two cases in which a 
diagnosis of tuberculous lymphadenitis of the cer- 
vical region was made, but at biopsy and autopsy 
the condition in one was found to be a lymphosar- 
coma and that in the other a primary endothelioma 
of the cervical lymph nodes. The error was due to 
the fact that there is a hypertrophic type of glandu- 
lar tuberculosis which has all the clinical charac- 
teristics of lymphosarcoma, malignant granuloma, 
and primary nodal endothelioma. On the basis of 
their microscopic character, these pseudoleukemic 
entities may be divided as follows: (1) luetic lym- 
phadenitis (gummatous, rare); (2) hypertrophic 
tuberculous lymphadenitis (pseudoleukemic); (3) 
malignant lymphogranuloma (Hodgkin’s); and (4) 
neoplastic lymphadenitis, primary lymphosarcoma, 
endothelioma, and secondary carcinoma. 

The differential diagnosis of these conditions is 
difficult from clinical inspection alone; often biopsy 
is necessary. 

Pseudoleukemia occurs most frequently in young 
men. Its incipiency is marked by tumefaction of a 
chronic nature. As the disease advances it involves 
the axillary glands and occasionally the inguinal 
glands. If death does not supervene too soon, the 
visceral and mediastinal nodes may be attacked. On 
the whole, the reaction is afebrile. The liver and 
spleen become enlarged and the general condition 
deteriorates rapidly and progressively. Occasion- 
ally there is mucosal and cutaneous hemorrhage. 
The blood shows oligocythemia and oligochro- 
memia. The microscopic findings suggest lympho- 
sarcoma. 

Malignant lymphogranuloma is characterized by 
multiple glandular tumefactions beginning in the 
cervical region and extending to all of the nodes of this 
group. Frequent attacks of pyrexia are common. 
The spleen and liver show lymphatic changes. 
Occasionally the size of the nodal masses is reduced, 
but this is only temporary. The condition causes a 
progressive pallor and loss of weight. The blood 
picture is typical, there being always a marked 
eosinophilia of 40 to 50 per cent. Histologically the 
granulomata are characterized by the presence of 
the so-called structures of Sternburg: (1) epithelioid 
cells derived from reticular endothelial elements, and 
(2) cells of Sternburg. In the opinion of Gibbons, 
MacCallum, and Caleg, this type of lesion is malig- 
nant at least clinically if not microscopically. 
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Lymphosarcoma is particularly difficult to dif- 
ferentiate from other malignant changes in the 
cervical lymph nodes. Even in non-malignant 
lymphadenitis there is a distinct invasion of the 
lymphoid structures. Both the clinical and the 
microscopic picture are essential for the diagnosis. 
Lymphosarcoma derives its histological charac- 
teristics mainly from the atypical proliferation of 
the lymphatic structures with the production of 
lymphatic cells. Lymphosarcoma may develop 
from any lymphatic tissue in the body, but the 
lymphatic glands are its most common nidus. When 
the condition is more or less generalized it is dis- 
tinctly neoplastic because there is an invasion and 
infiltration of the surrounding tissues beyond the 
glandular tissue and the metastatic masses show 
the characteristic structure of the primary lesion. 

Primary endothelioma of the lymphatic glands 
is relatively rare. It springs from the lymphatics 
or from the endothelium of the blood vessels per- 
meating the glands. Histological diagnosis is not 
always possible; often it is based on the absence of 
epithelial neoplastic formation. The lesion spreads 
by contact along the lymphatic channels. It is a 
slow process, but despite its chronicity it is definitely 
malignant and inevitably causes death. Frequently 
it manifests a regressive action at the primary site 
but the metastatic masses are undisturbed. 

On the basis of the microscopic findings the 
author maintains that the view hitherto held that 
lymphosarcoma does not involve and destroy mus- 
cle tissue and blood vessels is erroneous. Micro- 
scopic examination of an intramuscular node re- 
moved from one of his cases demonstrated beyond 
a doubt that it infiltrates the muscle fibers even to 
the point of destruction and replaces them with its 
own tissue substance. 


The lymphatic glands may be the site of endo- 
theliomata of the primary oval- and fused-cell type 
which simulate sarcomata of fused-cell structure. 
Of value in the differential diagnosis of these two 
conditions are the generalized systemic invasion of 
the endothelioma and the limited localized involve- 
ment of the sarcoma. In the microscopic examina- 
tion endothelioma is indicated by absence of a reti- 
culum, scarcity of karyokinesis, and the presence of 
cellular polymorphism and cells of epithelioid type. 

A positive cutaneous reaction to tuberculin may 
be due to some deep tuberculous focus entirely 
unrelated to the lymphatic involvement. 

In certain cases of neoplastic lymphadenitis the 
use of the X-ray is of value only as a palliative 
measure. James V. Riccr, M.D. 


Stone, W. S.: The Treatment of Hodgkin’s Disease 
by the X-ray and Radium Based upon a Study 
of 200 Cases. Canadian Pract., 1924, xlix, 109. 


Stone analyzes the records of 164 cases which are 
sufficiently complete to furnish statistics on the 
results of X-ray and radium treatment. These in- 
dicate that only palliation can be expected. Only 
five of the patients are living and without appre- 
ciable lesions or symptoms. One has been well for 
more than four years, three have remained well for 
more than three years, and one has been well for 
only six months. One patient died after being well 
for more than five years. 

Palliation can be obtained in 60 per cent of the 
cases, and complete restoration of health with or 
without complete regression of the tumors in about 
32 per cent. Restoration of health will often last 


for a year, and rarely, two, three, or four years. 
If palliation is to follow it will begin after the first or 
Morris H. Kaun, M.D. 


second treatment. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Hantcher, H.: Surgical Drainage (Le drainage en 
chirurgie). Presse méd., Par., 1924, xxxii, 27. 


In Hantcher’s opinion the most practical and 
scientific method of establishing surgical drainage 
is by capillary attraction. In experimental in- 
vestigations he found that secretion and absorption 
vary according to the region, the tissues, the nature 
and virulence of the infection, the general resistance 
of the body, and the time of the day. The fluid 
evacuated by a capillary drain is not pumped or 
sucked by force, but is secreted spontaneously by 
the wound and drained immediately after its pro- 
duction and before its absorption. It is most im- 
portant to prevent absorption. When drainage is 
faulty, septic fluids are forced into the recesses of the 
wound and infection by continuity is favored. 

The fluids secreted in the different parts of a 
wound are often of different densities. Therefore a 
drain is necessary which will serve to remove all 
types of fluid and remain open even when they 
contain more or less solid material, as is often the 
case. 

Hantcher has devised unperforated capillary 
drains to meet such conditions. At first he employed 
a tube drain split longitudinally, the two parts 
being sewed together back to back. This he has 
now abandoned. The newest drains consist of a 
number of rubber strips which cross each other at 
acute angles, the spaces between the strips forming 
the capillary routes. A number of such drains are 
illustrated. Tests have shown that they evacuate 
the wound much better than the older drains, that 
they will drain fluids differing in physical character, 
and that the routes of drainage are in full contact 
with the interior of the wound. As they are with- 
out lateral perforations, the soft tissues cannot enter 
them and cause obstruction, and as they are rigid 
they can be introduced into deep wounds. 

W. A. BRENNAN. 


Adams, S. F., and Wilder, R. M.: The Surgical Risk 
of the Diabetic Patient. Surg. Clin. N. Am., 1924, 
Iv, 587. 

This report reports upon the operations performed 
on diabetic patients at the Mayo Clinic in the two- 
year period ending October 1, 1923. 

In 327 operations performed on 251 patients, 
there were four deaths. The total mortality for all 
Operations was 1.2 per cent, and that for major 
operations, 2.8 per cent. None of the deaths was 
attributable to acidosis. One hundred and forty-one 


of the operations were classified as major. Among 
these there were ninety-five abdominal operations. 

The authors attribute the excellence of the results 
to the fact that there was perfect codperation be- 
tween the surgeons, the anesthetists, and the in- 
ternists. Skillful surgery, wisdom in the choice of 
the anesthetic, and careful pre-operative and post- 
operative management place the diabetic patient on 
an equal footing with the non-diabetic patient under- 
going an operation. 

Although insulin was available during the last 
year of the two-year period, it was used in only 43 
per cent of the cases. The pre-operative and post- 
operative management with reference to the diabetes 
is described. Patients with gangrene of the extremi- 
ties were treated far more conservatively than was 
formerly thought possible. 

It is concluded that the diabetic patient who 
undergoes operation today is just as great a risk as 
ever, and that only by perfect coéperation of the 
various persons concerned in the treatment can the 
mortality rate in this group of patients be kept as low 
as the general mortality rate in a similar group of 
non-diabetic patients. 


ANZSTHESIA 


Faure, J. L.: Spinal Anaesthesia (Rachianesthésie). 
Bull. et mém. Soc. nat. de chir., 1924, 1, 86 


Faure defends general anesthesia, which he be- 
lieves should remain the most commonly used 
anesthesia. Among the anesthetics employed to- 
day, the mixtures are the best. Schleich’s mixture is 
particularly good. During the seventeen years that 
Faure has used it he has never had an accident, 
despite the unfavorable conditions under which it 
was often administered. 

Local anesthesia is suitable for minor operations 
and for certain cases of severe conditions in which 
it is impossible to use a sufficient quantity of ethyl 
chloride. Spinal anesthesia is warranted only in 
certain very exceptional cases. 

Faure states that there is a tendency today to 
follow new methods of inducing anesthesia because 
they are spectacular, new, and different. While it 
is admirable to be able to execute a major operation 
on a conscious patient without causing pain, it is 
more admirable, he believes, to operate upon an 


unconscious patient who will have, no recollection . 


of the ordeal through which he passed. Anesthetic 
sleep, one of the most marvelous conquests of man 
over the forces of nature, has made possible the 
perfection of modern surgery and should not be 
abandoned. W. A. BRENNAN. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Muller, G. P.: Surgery in Diabetics. Surg. Clin. N. 
Am., 1924, iv, 147. 

The relation of diabetes to diseases requiring surgi- 
cal intervention is attracting increasing attention, es- 
pecially since the discovery of insulin has offered a 
means of controlling the coma which is responsible 
for nearly 80 per cent of the deaths. In a series of 
385 diabetic patients treated at the Massachusetts 
General Hospital, Fitz found that 14 per cent re- 
quired surgical treatment, and in 903 cases of 
diabetes Joslin found that at least 11 per cent re- 
quired operation. 

Joslin reports that he has records of twenty-seven 
cases of diabetes operated upon before 1917 in which 
the mortality was 18 per cent. These did not in- 
clude cases with gangrene or sepsis. Since 1919 
there have been sixty-one operations in similar 
cases, with a mortality of 9 per cent. Fitz reports 
that in one group of twenty cases of acute infection 
or gangrene operated upon at the Massachusetts 
General Hospital in the period from 1913 to 1917 
the mortality was 50 per cent, while in a second 
group of twenty-five non-infected cases the mor- 
tality was 12 per cent. Young states that of ninety- 
nine patients with diabetes who were treated at the 
same institution in the period from 1918 to 1922, 
only sixteen died, a mortality of 16 per cent. In 
the collection of cases recorded by Phillips in 1902 
the mortality was 25 per cent. 

From these figures and others it is apparent that 
persons with diabetes have almost as good a chance 
from operation as those who are not diabetic unless 
there is sepsis. The factors of importance in lower- 
ing the mortality are: (1) proper pre-operative 
preparation; (2) proper anesthesia; and (3) proper 
postoperative care. 

In the pre-operative care measures must be taken 
to improve the condition of the cardiovascular 
system. Digitalis should be given in intensive doses 
unless it is contra-indicated. Attention should be 
directed also to the kidney function, and mental 
disturbances should be alleviated as much as pos- 
sible. The regulation of the diet is of supreme 
importance, but the complete withholding of car- 
bohydrates is indefensible. The diet should be that 
which brings the patient to the point of carbo- 
hydrate tolerance. Regarding the use of alkalies in 
the pre-operative preparation Muller states that 
formerly he employed sodium bicarbonate in doses 
sufficient to alkalinize the urine but recently has 
given it in only moderate doses. He never gives 
it intravenously. Patients may be sent into coma 
by the careless use of sodium bicarbonate. 


In the author’s cases insulin is given cautiously 
before meals until the urine is sugar free. It acts by 
promoting the burning of carbohydrate; hence the 
patient must be given sufficient carbohydrate to 
serve as fuel. 

With regard to the choice of the anesthetic, 
Muller states that as ether has an injurious effect on 
the liver and body fats, it should never be used in 
cases of diabetes. Local anesthetics are also contra- 
indicated as they predispose to extensive necrosis 
if infection occurs. The anesthetic of choice is 
nitrous oxide oxygen. For operations on the ex- 
tremities and pelvis its use may be combined with 
spinal anesthesia. 

During the operation the tissues must be handled 
very gently as their vitality is low because of the 
vascular degeneration. 

The proper postoperative treatment is merely a 
continuance of the pre-operative except that the 
patient must be watched constantly in order that 
insulin and glucose may be given if coma threatens. 
The plasma carbon dioxide is of great value as an 
indicator. Water should be given early. The author 
starts hypodermoclysis on the operating table and 
continues it until the patient is ingesting water 
freely. The patient’s stay in bed should be short, 
and he should be taught to exercise in bed. 

Diabetic persons with acute appendicitis, per- 
forated ulcer, ruptured extra-uterine pregnancy, 
etc., must be operated upon without regard to the 
diabetes. If the presence of hyperglycemia is 
known, the operation should be carried out with the 
precautions mentioned minus the pre-operative 
dieting, and every effort should be made to reduce 
the acidosis after operation. Thalhimer has shown 
that not only diabetic but also non-diabetic acid- 
osis may be treated successfully with insulin. 

The most important operations of necessity are 
those for gangrene of the lower extremity, carbuncle, 
and cellulitis. Next to coma, gangrene is the most 
dangerous complication. Gangrene is usually a late 
complication and is almost invariably associated 
with arteriosclerosis. The glycosuria may be 4 
primary or secondary condition. In many cases it 
promptly clears up after amputation and healing. 
The gangrenous foot should be amputated early. 
A few days are sufficient for the study of the labora- 
tory reactions and the preparation of the patient 
for operation by the free use of water and digitaliza- 
tion. 

In the seventy-seven cases of amputation in cases 
of diabetic gangrene reported by Joslin, Binney, 
and Jones, there were thirty-seven deaths, a mor- 
tality of 48 per cent. In the author’s opinion, this !s 
a very high percentage and suggests that the dia- 
betes was too severe for control or that delay had 
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favored sepsis. Young states that there are two 
types of diabetic gangrene—one of the arterio- 
sclerotic type, in which the operative indications 
are the same as in cases of sclerosis, and the other a 
type in which the gangrenous process can generally 
be influenced and often arrested by proper dietetic 
and local treatment. In regard to the latter Stetten 
advocates hot baths of saline solution twice a day 
or baking in a hot oven, local treatment with wet 
saline compresses, and excision of the necrotic tis- 
sues when the line of demarcation has formed. 
Muller cautions, however, that the danger in dia- 
betic gangrene is that of sepsis and unless this is 
controlled promptly, amputation should not be 
delayed. 

Many cases of cellulitis in the foot are accom- 
panied by a cyanotic appearance suggesting gan- 
grene. Free incision with the removal of sloughs 
and the drainage of pus pockets plus treatment for 
the diabetes will often result in healthy granulation 
and healing. If the phalangeal joints are open and 
infected, amputation of the toe should be done by a 
simple guillotine method. 

Carbuncle has long been considered a frequent 
complication of diabetes, but of a series of forty-two 
patients with carbuncle treated at the University 
Hospital, Philadelphia, only six were diabetic. 

The article is supplemented with illustrative case 
reports. 


MEDICAL JURISPRUDENCE 


Failure to Recognize the Presence of Osteomyelitis. 
Edwards vs. Uland, 140 N. E., p. 546. 


In this case Uland employed the physicians to 
treat his arm. He claimed he had osteomyelitis in 
the arm; that parts of the bone had sloughed off and 
that pus had formed. In the suit he contended 
that the physicians had negligently failed to diag- 
nose the ailment and had adopted a vaccine treat- 
ment; that because of their failure to perform an 
operation, he lost more of the bone in his arm 
than would have been necessary if the proper sur- 
gical treatment had been given. 

The evidence showed that the physicians made a 
complete examination of the patient, including the 
usual blood tests, urinalysis, X-ray examination, 
microscopic examinations of pus, etc. A diagnosis 
of streptococcic infection involving only the soft 
ussues was made. After five months the bone was 
discovered to be infected and part of it was removed 
in a surgical operation. 

There was some disagreement on the part of the 
experts as to the nature of the patient’s condition at 


the time he employed the physicians, three testify- 
ing that he had acute osteomyelitis and six that he 
did not have that disease at first. 

The jury found against the physicians in the sum 
of $2,000. The Supreme Court of Indiana, in re- 
versing the judgment and ordering a new trial 
stated that even if the plaintiff was afflicted with 
osteomyelitis from the beginning and the defendants 
were mistaken in their diagnosis, such facts alone 
would not give the plaintiff a right to recover 
damages. A physician or surgeon is not an insurer, 
and does not bind himself to make a correct diag- 
nosis and effect a cure or to respond in damages. 
He is bound only to possess reasonable skill and to 
use ordinary care, and if he makes a mistake in his 
conclusion as to whether a sore spot on the skin 
has its origin in the flesh or in the bone under the 
flesh, he is excused from liability if, possessing 
reasonable skill, he has used ordinary care in making 
an examination and has honestly reached the mis- 
taken conclusion by the use of such skill and care. 
Not having warranted a cure, he is not liable for the 
consequences of an honest mistake of judgment if 
he has reasonable skill and learning and uses ordi- 
nary care. Wititam E. Mooney. 


Improper Treatment of an X-Ray Burn. Kuowles 
vs. Blue, 95 So., p. 481. 


Knowles was given X-ray treatment by Dr. Dark 
for eczema on both feet. After this treatment, 
swelling and ulceration caused, apparently, by an 
X-ray burn, developed on the left ankle. Following 
treatment by Dr. Dark and other physicians, 
Knowles was taken to Dr. Blue. Dr. Blue pre- 
scribed local applications. As these did not produce 
the desired results, Dr. Blue curetted the wound 
= ‘ao it with a graft of skin taken from the 
thigh. 

There was evidence to the effect that the grafting 
of skin on an X-ray wound was improper, but the 
evidence offered on behalf of the physicians was to 
the effect that grafting was the best method of 
treating such a wound. . 

The trial court charged the jury that, unless it is 
provided by an express contract, a physician or 
surgeon does not warrant that he will effect a cure 
or that he will restore the patient to the same condi- 
tion as before the necessity for treatment arose, or 
that the result of the treatment will be successful. 

In the trial of the case the verdict was in favor 
of the physicians and the patient appealed the case 
to the Alabama Supreme Court. That court sus- 
tained the action of the lower court and approved 
the charge to the jury. Wittam E. Mooney. 
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